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MANUAL OF STANDARDS FOR
REHABILITATIOM CENTERS AND FACILITIES

PREFACE

The trend in our society toward grecter concem for the disabled individua) has stimu-
lated a dramatic incroase in the number of rehabilitation centers and facilities. For the
most part, there has not been the widespread experistice, comprehonsive resecrch, or broad
theory within the field of rehabilitation to provide an edequate basis for the development
of iehabilitation programs. As a result, many rehabilitation facilities have urged the for-
mulation of guidelines for facility opsration and management. The Association of Reha-
bilitation Centers, reinforced by the interest and backing of its members, initiated in 196¢
a S-ysar project to delineate standards and thereby to recegnize and promulgate quality
patient care in rehabilitation centers and facilities. The results of the project are pre-
sented in three publications:

1. Standards for Rehabilitation Centers and Facilitiss
2. Manual of Standards for Rehabilitation Centers and Facilities
3. Standards Survey Form for Rehabilitation Centers and Facilities

The three publicctions are best consider=d as compani~i: documents. They are printed
separately for ready reference and convenience in use, but they are basically relat.d and
interdependent. To illustrate, a facility desiring to upgrade its services may first wish to
review the Standards document for an initial determination of the scope and level of the
upgrading process, and the gap to be covered. The Survey Form can be utilized to provide
a reliable and comprehensive examination of the facility and its program. The Manual then
provides background material to assess the findings of the Survsy Form, and descriptive
information and suggestions on accomplishing desired changes. In brief, the three publi-
cations complement one another. The Standards indicates what the facility should be do-
ing; the Manual explains why, and to some ome extent how, it should be doing certain things;
and the Survey Form helps the facility determine what it is doing. The Standards and ac-
companying materials are intended for use by facilities which have the characteristics out-
lined on page one.

The Standards for Rehabilitation Centers and Facilities presents the standards and
the basic principles underlying them. They are preceded by a preface which describes the
background of the project, the a priori assumptions, and the methodology. The standards
are yardsticks for measuring some of the practices and the program of the rehabilitation
facility. They. indicate desirable levels for quality patient! care. The areas covered by

“the standards are: goals, orgamzuhon. services, personnol records and reports, fiscal

mnugemnt and physzcul plant.

1ln the abnneo ot a general tcm the word "patlont" is used tluoughout the Stundmd- publim-
tlm to mean "pathut % “clint " “tminu b ”mo " ete, 7
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This Manual of Sturdarde for Rehabilitation Centers and Facilities has two purposes:
first, to explain stondasds which are not self-evident or which have not besn amply dis-
cussed in other places; second, to suggest how to implemen: the standards. Although
there are many cpneoaches to achievement of the standords, considerations of time and
space have limited the number described in the Manual.

The Manual is organized by sections corresponding to the arecs covered by the stand-
ards; for exampie: one section is devoted to “gocis,’’ euother to "organization,’’ etc.
Within sach section, the underiying principle is stat:d, {ollowed by a discussion and then °
cach major grouping of standards is stated and discussed.

The Standards Survey Form for Boliabilitction Centers and Facilities is an instrument
for gathering and recezding information to identify and evaluate the specific practices of
facilities. It is intended for the use of facility personnel, consultants, and surveyors.

The development of the above materials in the 5-year course of the project hod an ear-
ly base in standards which ¢volved in cther fields, such as hospitals, nursing homes,
homes for the aged, and =chools, which provided much data for early formulation of mate-
rial. Particularly pertinent were those areas of overlap, such as in the organization of
health care facilities, personnel administration, fiscal management, cnd physicel plant.

é

In fields such as-business and medicine, there are practices which in some instances
have been established as accepted principles of operation and control. With varying de-
grees of modification, it was possible to transfer such princigles 5 rehabilitation facility
operation and control. -

Data directly relevant to rehabilitation was provided through severcl means:
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1. Close communication with the primary professional ¢reas in rehabilitation facili-
ties was establishad through the cppointment of adviser-consultants to the project
(oppendix L). Each adviser-consultant served as chairman of a subcommittee of
his professional colleajues who collaborated to prepare recommended standards.
The subcommittee members are listed in appendix Ii, preceding their reports.
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2. Togédiér, the 'a&v-iser-consultcnts” served as a- multidisciplinary committee, In
- this capacity, the advisers helped synthesize the recommendations of the subcom-
mittees and provide overall balance and perspective to the material as it was de-

‘veloped. S :

3. -Hc‘fpms,‘o'ntativ:w of rehabilitation facilities throughout the United States and Cana-
- da reviewed the materidls and reports of the standards. study at the annual work-
- . shops of ARC. Opportunities were provided for recommendations -and consultation -

e with the project staff in relation to the ongoirg progress of the project,

e
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~ diversity of rehabilitation facilities. .

“Eleven leading rehabilitation facilities (appendix L) were selected by the ARC re-
-search ,c/pn‘réi_ttn to represent the diversity in size, type. of program, administrative set-
. ting, and commurity relationship. . Each facility was asked to participate in the field test,

" “and oll agreed. A G-nonth period was designated: January 1964 through June 1064.

,-.‘—. ,! - \
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4. The project staff used the formally established procedures. described above, toge-
ther with relevant asocintion resources and activities, and personal visits to re- .
" habilitation facilities, to gather information and knowledge in developing the stand- -
ards material. : o | ;E
The collection, analysis, and application of the data to iiic development of tho stond- ¢
ards material was carried out with the assistance of a consultart in research: design and E
methodology. Finally, overall policy direction for the project was provided by the ARC
Research Comxiltee composed of recognized loaders in rehcbilitation who had demon-
' strated skill and experience in the conduct and supezvision of research. The Reszarch ;
Committee had final responsibility for review cf the stondards matericl, ond endorsement \
to the rehabilitation community. | 1
Early in the project, it had been agreed that a majo# effort would be directed toward

the demonstration of the utility of the standards materials. While considerable value could ;;;k
be attributed to the standards as a result of consensual agreement, an actual demonstra- A
tion thizough application of the material in rehabilitation facilities could piovide substan-
tioting evidence. By 1363, the standards materials included a preliminary set of stand- 5
ards, a questionnaire, reports from the professional subcommittees, and a large collection
" of related data. This was unple material to initiate o pilot program of field visits. Ac-
cordingly, in 1963 project staff visited six rehabilitation facilities for the follnwing eight §
objectives: : ;
1. Obtain experience in field testing. l

2. Informally test applicability of the stendurds. :

3. Judge relevance of standards to diversity of facilities. g

4. Test the standards questionnaire as a survey form. ;

5. Explore methods for evaluating program operation and management. :

{i. Evaluate standards’ educational potential. . ;

7. Judge attitudes of facility personnel {sward application of standards.

8. Acquaint facility personnel with standards project. | i

The results of the pilot field visits led to revisions in the stardards and the survey
form, and prepar~ the way for formal field testing of the materials. Essentially, the for- i
‘mal field testing phase was designed to provide evidence as to the utiiity of the materials g
for upgrading rehobilitation programs, and indication of their applicability. to the existing J
9




Each faci.lity completed and retumad the ravued auwoy form, reviewed and rated each -+
stundmd and woda_guch changes. as poﬁsible in their program to conform to the standards. -

~ Each of the facililies was visited bv a staff member of the project for o 2- to 4-day penod

During the visit, comparison was made between the survey form responses and personal
observuticn of the program. An evuluation of the usefulness of the standards was made
through appraisai of the offects of the standards upon the facility program and attitudes of
the staff based on interviews of administrative and department heads, observation of the

focility program, auditing of staff conferences, review of mtmqs of the standards «md the
runing accounts, uad review of records and reports,

'At the close of the 6-month period, representotives of the participating facilities were
called together for 0 2-day meeting. The findings, as viewed by project staff, were pre-
sented for discussion, verification, and finalization. Agreement was mched as to the
minor changes and clarifications noeded in the stondards

‘The conclusions reached can be summarized as follows:

1. Based on the close approximation between the practices of the participating facil-
ities which the professionaily outstanding facilities and the requirements of the
standards, it was concluded that the standards represent a desirabl+ level of reha-
bilitation operation. The decision as to the close approximation was made by~

* a. The chief executives of tne participating fucilities.
b. The department heud.': ‘oi the participating fcciiiiies.

c. 'l"he project staff through observation of facility practices, and subsequently
verified at the meeting of representatives of the participating facil’ties.

2. Based on the efforts made (or expressed desirability) of changing those aspects of
~ the program not in conformity with the standards, it was concluded that the stand-
| ards are a useful tool for the improvement of rehabilitation service.

3. Based on the similarity of the usefulness of the standards in all 11 facilities, it
was concluded that the consistency of the stcndards as a mechanism for upgrading
rehabilitation programs was established.

4; Based on the similarity between the mformhon obtained from the survey form and
that obtained from the field visiis, it was concluded that the survey form is o valid
device for recorqu objective data about facility operation.

- Based on the simlar fmamgs of iho above for ull 11 fuc;xhues, it was concluded
~ that the survey fom is zehuble and consistent as a measure of facility operuuon

) "Vii‘
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| , The ubove conclus.xons led to the final re\new by the ARC Reseurch Commxttee, follow-
| ,mg wlnch the stnndords were 1ormully edxted und pnnted | ~

'l'he mformnhon and mutenals whlch had been gulheted concurrently with the above
developments were. formulated into: rationale, interpretation, and examples of standards -

 and their fulfillment. The resultmq draft, entitied '‘Manual of Standards for Rehabilita-

| tion Centers and Fucxhues," was circulated to. parucxputmg facilities and the ARC Re-

search Committee. A second meeting of representatives of the participating facilities was

" devoted mainly to a review of the Manual and suggestions for increasing the specificity of

the discussion. Members of the Research Committee mdependently reviewed e Memual

and made recommendations which provnded the busxs for a final revision.

“Today’ s rehnbxhtnhon facilities vary in many dnnensxons, but the two most sxgmhcunt
differences lie in the kinds of patients admitted and the kinds of services provided. These
differericas emerge clearly when one thinks of such diverse facilities as rehabilitation
workshops, cardiac work classification clinics, physical medicine departments in hospi-
tals, and comprehensive rehabilitation centers. Even among facilities of a given type,
there are variations in intensity of service, size of program, financial resources available,
and other factors germane to the rehabilitation effort. The development of a specific set
of standards for each type of effort would kave been an impossible task because of the
wide range of variations. Partially for that reason, and partially because it is undesirable
to prescribe arbitrarily and in detail what rehabilitation should accomplish, the standards
aredesigned to be used as measures ¢f effort in direct relation to the specific goals which
the facility sets for itself. In this sense, goals are meant to refer to the purpose of the
facility, stated in terms of objectives to be attained through the efforts of its personnel.
The critical factor which must be recognized in the use of the standards by individual
facilities is consistency between the goals of the facihty and the program established to
meet those goals.

In order to apply the staﬁdurds, a valid definition of a rehu!nhtuuon facility is manda-
‘tory. The definition shculd be generul enough to be inclusive of all rehabilitation facili-
ties, and specific enough to be exclusive of facilities whxch are not rehabilitative in na-
ture. Many definitions of a rehabilitation facility are currently in use and these have equal
velidity in focusing on one or another of the essenticl chuructenshcs of the rehabilitation
facility. These definitions have in common the following a priori assumptions:

1. , Rehabxhtahon fucxhtxes serve handxcapped dxsubled mdmduuls whose dlsabxhues
are usually ofa permanent residual type.

2. The resulhng rehabxhtuhon problems relate to dxsabxhues which are more chronic
. ithun acute; inherent in ‘them are a variety ‘of comphcatmg factors whxch may in-
" volve the physxcnl emotional, mental socml aind vocational well-bexng of the mdx-
uﬂual ' '
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3. Rehclilitation mini‘ﬁxizes the ’disqdvanguges of disability; it involves restoretion
and adjustment services which are both curative and educative. '

4. These }services‘ure multiprofessional and interdmnd#ht.

- 5. Restoration u‘nd'_ludiust;nent require the coordination and integration of these serv-
ices into an effective functioniny process. | o

6. The proée’ss of rehabilitation rgquires;

e. Professional personnel who are technically competent in their fields, have
knowledge -of and appreciation for the other professional services, and are
-ethically respensible in ali of their relationships, | -

b.: An estublishea, orgnnized means of communication and vaaring of information
among the stcff. |

¢. ‘Reletionship of the facility to the community. -

d. An adequate physical ‘plunt and equipment to ‘provid,e for the safety and welfare
of the patients and to promote the efficiency and effectiveness of the staff.

~ From these a priori assumptions, a _cdn‘c.}ptuul definition of a rehabilitation facility was
developed: h | : S S :

A rehabilitation facility is an organizational and physical entity in which a soundly
and ethicelly based program of integrated and coordinated services is provided. The
services are directed toward the physical, mental, 'Sociul, and, vocational restoration
end adjustment of handicapped, disabled children and adults. The services consist of
“evaluation, treatment, education, training, and placement, and are provided by compe-
 tent personnel especially qualified in the various phases of the ge_liabilitation precess.

This conceptual definition represents an ideal for a facility that is rehabilitative in
_its efforts; however, in actuai practice, the concept is realized in only a small number of
comprehensive, freestending rehabilitation conters. In application of this conceptual def- -
. injtion to the realities of facility operction, it is necessary to specify the essential char- "~
. acteristics of a rehabilitation facility, as has been done on page one, D
~ The standards will be effective to the degree that they are utilized by rehabilitation
- facilities in a continuing program of improving services to handicapped, disabled individ-
- ucls. These standards can be applied through individual progromis of organized, compre- -

hensive self-valuation and through surveys such as the-Approval Pregram planned by the
Association of Rehabilitation Centers. T L .

" Certainly, all problems will not be solved with the p'ubl'icutidn and upphcgﬁm'of the
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stundmds. but thcv will be bmught out in bolder relief. Once idenuﬁed and analyzed,
prablems become mors amenable to solution. Difficulties are inherent in defining levels

of quality in armas where the body of knowledge is incompiets ot best. Many such areas

oxist in the field of rehabilitation. Nonethsless, forward motion required that a first step-

be itaken. This project is that firat step. [t represeats S years of intensive staff effort

. and the generous assistance of muny knowledgeable individuuls;? It can justifiably be
considerad a major siride into the realm of standard-setting and definition of quality and.

competency in the rehabilitation process. The Association of Rehabilitaticn Centers be-
lieves that standards for rohabilitation facilities will be of substantial value in the con-
tinuing task of defining and advancing the effectiveness of rehabilitation. ‘The Associo-
tion will continue to direct its best resources and talenis toward further development and

improvement of standards for rehabilitation facilities. ‘It confidently anticipates the co-
operation of éveryone concemed in the uphill stiuggle to meet more udequately the human
necds of cusdbled R57SONS, |

2 The project staf! sxpress thejr appreciatiza lo tho Research Committee of the Auociction of

‘Rehabilitation Centers, the adviser-consultants and their committees, and the 11 rehabilitation
facilities that participated in the ficld testiig of the standcrds (appendix I), Without their assist-
ance, and the help of many others too numerous tc meation, the uceompli-hmonts of this ptoioct
would not luvo been ponihlc
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'  ESSENTIAL CHARACTERISTICS OF A REHABILITATION FACILITY o

" The Standards materials wers doveloped for application to rehabilitation facilities

which have the following basic characteristics: |

. 1. The fucility's mié;' purpose ‘i's tlje réhdbilitation of hﬁndicappod. di;t;bleﬂ ihdivid-
|  uals requiring restorative and adjustive services in an integrated and coordineted

= ‘2, Services i the following three areas are r;gulo’tly .and conveniently available;
| . ~services'in a! least two of the three areds are provided within the facility by full-
[ o .~ time, professionally qualified staff members. CoTe
b. Psychological and/or Social - ‘
- ¢ Vocational and/or Educational
) The facility's program is rehabilitative in nature and not primarily directed to the
~ provision of custedial and long-term care. More definitively:

a W,fdcmW's program is more than that required for extended nursing care.

men;t.‘:

4. The facility °P'.°“'.t'°’: under "'vl-“j_‘-’u)' constituted ‘9°j"erjn,i"9'56d):,"with responsibil-
- ity for ongoing administration vested in a chief executive, D

welfare of the patients and to promote the efﬁc’igncy and effectiveness-of the staff,

b. The facility’s program is more than that required for ‘qxtgnded sheltered employ-

- 5. The facility's physical plant and equipment are adequote.to insure the safety and
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I GOALS

‘ancrpr.z

: 'l‘he rehobrlrtot.ron tacrhty shall’ hove estobluhed goals {o qovern the drrectron and
S ~chorocter of its program. The operotiorr of the reiwbrlxtatnon focrhty shall contribute to

the fulhllment of its gouls. '

L A "goal' '"ag defmed in Vlebster' s New lntemottonal Drctrorrary (tlnrd edttxorr. vna-
brr.dged) is '’the end toward which effort or ombmorr is directed; aim, purpose: a condition

or state to be brought about through a course of octton.' ' The organized course of action

'undertaken by a rehabilitation facility is directed to the achievement of goals which vary
in rmportance, urgency, dnd feosrbrhty. ‘The reason for every segment of that course of
- action is not always. evident, but there exists an underlying purpose or goal. The issues

are: {1) to what extent is the underlying purpose or goal in accord with patient needs,

- commumty naeds, and the facility’s resources? and (2) is the. goal cleorly understood by

the potrerrts staff, qovemrng body, and commumty?

Potrent needs and commuruty needs are more lrkely to receive consrderutron when

~ they are mcorporoted into the focrhty s statement of gools However. the mere errumeru-.
tion of needs does not in itself assure responsweness to them. “The necessrty for awareness
and sensitivity on the part of the facility should be met by a siated procedure through
- which the focrlrty can properly evqluote potrent ond commumty needs orrd appraise its own
results o |

The extent to whrch the focrhty is able to meet pctrent ond commuruty needs is de-

| termmed by its resources. More limiting than msufﬁcrent funds or inadequate plant and |
. equipment are’ lack of leadership and scarcity of quulrfred staff. Where such limitations
‘exist, they will require the facility to stote cleorly in its gouls how far it can’go in meet-

rnq its urvrce obligotrons.

Clear 900,18. consutent vnth one anotber. bro\ride the comon purpose which is essen-

. tial for coordination of afforts. Many rehabilitation facilities are part of a larger institu:.

tion. Examples are a department of physical medicine and rehabilitation in a hospital, or
a rehabilitation unit of a university. Even though the larger institution has stated over-
oll goals, it is still casirable for the facility to have its own statement of goals. This

serves to identify the facility and make its special function clear; it helps project thefa-

. cility’s imoge; it gives the staff a strong sense of orgumzcztronol purpose and helps them

create a therapeutic environment which may spell the difference between successful and
unsuccessful rehabilitation. .

o2-
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lnéddlﬁonto’ ptovidhg direction and utv!ng as rallying point for staff and M-uh,

goals provide a yardstick for measuring the performance of o rehabilitation facility. Whe-
ther performance is evaluated by the facility staff, by consultanis, or as part of an approv-
al program, the yardstick remains the same: evaluation should have as its basis the goals
of the facility. o | | -

¢
\,\‘ \ :

- A majorfactor in achieving quality services lies inthocppﬁcotiondtho goals prin-
"+ ciple, bacause self-evaluation is an essential part of the application process. Self-evals
uation in turn ieads to more sffective utilization of resources and a more cohesive, coor-

dihdtdd‘. internally ‘consi;tin! progmq o

STANDARD A.

_ The rehabilitation facility shall have established, stated gouls. These goals shall be:

‘ 1. Consistent with the' nlnlmun requirements for definition as q tqhabs?lltauon facility.

~ 2. Consistent with its corporate charter or constitution. |

3. A matter of official record in consolidated form.

4. Readily available to: o "

@ Stoff

b, Patients )
| Sources of referral
Contributors or suppcrters
Related public

Ol

o The principle dis_éuitgd_‘ above has gemfdl applicction The estubliihméng of goals
' which are clearly defined and consistent with one another will improve the efficiency and

effectiveness of any organization and fucilitate evaluation of its program. The rehabili-

. tation facility has a particular responsibility to define its ‘goals and to make them known
.. because (1) the lives and well-being of people are directly affected by its activities, and . -
-~ (2) rehabilitation facilities are, comparatively new on the health scens and therefore are

A stotenent of goals should dofiue the nature of the rehabilitation facility and de-

- seribe it Liitations. It shoul alao prvide guidance for shorrange, intenuediote, md
| longrongeplemaing, T R

i

- ,Obv‘d'ously a facility oiforfng“t’hb minimuia services diﬁoumrhdly from acon,macua |
sive facility, and the range between t!m.two types is wide. An example ¢f the goals of -
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" a posticulor rehabilitation facility ot the minimum end of the scale is:

To ansiat individupls who bave cerebral palsy moke a successful adjustment to the
labor market through the provision of social casework, voectlml counseling and test-
ing, lobtryout,mdjobp’mtmm

" In addition to the chove, thostahmtwﬁuldhﬁicahmspocmcdlyth-cgou-ﬁ

sulction uﬁdwccmdﬂnmvidnqﬂmnb.andmyotbu li-imlonsinofhet.
An exampls of o stetemen! of gonll for the comprehensive facility is:
To assist individuals unable to mointain physical, social or economic responsibili-
ties because of severe disabling circulatory, npuromuscuicr, respiratory and metabolic
illness to achieve a more normal existence through the provision of medical, psycho-
logical, sacial, vocational, education and recreational services.

To facilitate plonnitg, three levels of goals might be set down: (1) short-tun, imme-

~ diate goals which apply to facility operations for the fiscal year; (2) intermediate goals
- which guide planning for a two to five yeor period; (3) long-range goals which provide

underlying continuity and give the facility its basic identification. A full understanding
of ultimate objectives is easential to the establishment of appropriate immediate goals.
The three levels of gosls should be conzistent with one another and with the legal status
of the facility. Only the long-range goals ordinarily will be found in the charter or bylaws
of the facility. Major changes in the progrem of the facility that depart from established
goals should hnvo the prior approval of the govorning body. -

In a rapidly chmqmq society, a facility which is unsxtxve to cemmumty needs will
find that iong-rmgd goals do not provide the desirable practical specificiiy appropriate to
week-to-week opcmum Conversely, specificity without overall direction con result in
lack of coordination and fragmentation of program. The establishment of goals at three

| lowls-shoﬂ-mn. int«ucdiato, and long-mnqe-eon provxdc t!n bulanco required. |

To be of nnxilu- m(ulnus. qouls should be fommatod by the qovcminq body and
set forth formally in a statement of purposes. Such a statement, suitably adapted to dif-
ferent audiences, should be distributed to. the staff of the facility, its patients; community
agencies, sources of referral, purchasers. of service, contributors and supporters, and the

facility's related public. . The statement may be incotpomhd in the employee’s handbook,

patient’s brochure,annual repost, and other publications of the facility Variations in the
~ statement may be necessary to make it clearly understood by the readers to whom 1t is
directed but such variations should not distort the qouls or result in inconsiskncy among

. the statements. - Fulfillment of thi:aspoct of Standard Aispart m» basic. comunity
— rolqtionl mpouibﬂlty c! my hcillty. e ,.

A Ca‘ulty tolctlou ocuvmu m hu'tlut dlucunod ia tht ueuon on "S«vlcn i

M&t

AR e e B s At S e Rt m o

i

o

S RN

B Tt T it

N e e PN A S R A




S‘I’WARD I.

 The nhcbilltatiou fucillty‘s qocls shull bc spoc!iic Gocls shall nlute to
1. The human nvads whld: &e‘fuelllty pzopowu to fulfill.
\l'lo\v thl m&u ro!du to the ccec)nplhhmnt of the qocll

3 'l‘hc Mbicum cnd/or spoclnl eondmw applring to ,patlcnts nrvod and to "
qucu ptovid.d. ' . , o . -

B To the extent possible, goals should detail the needs to be served, the services to be
! provided, and the requirements for admission. Goals should specify the particular human
needs to be met as they relate to the individual’s functional situation"and the influence
o’ his own cnvuonnontcl cucummnces, be they physxcul social, and/or occupatxonal

'l’he follomnq are excmplea of hunnn neods wluch are hkely to be rehabxhtotmn qouls:

E OPhysical md.p.ndmc.. ln pursuing tlus brood goal the potmnt's potenhul wxll be

| - evaluated to determine how redlistic the goal may be and how far the institutional
program can support the specific patient goal. For some, achievable physical inde-

- pendence will not extend beyond a mastery of the rudiments of sslf-care. In this case

~a facility should be prepared to provide the range of services needed for all of the

- - attainable objectives agsociated with independent living—from bowe! and bladder
‘tnumnq to the hthng of und tmimnq in the use of assistive de\nca' .

.,.
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this goal may range from the provision of home-bound employment or sheltered work-
<shop plocemnt to lob plucement in competitive demployment and follow-up. o

- OTlao utnhluhlont of pmonulllocial relotnomxhxps Attemphnq to moat a qoul of

A i
st

':f, : ,_-‘ lf a iacility ie to dbul with hnmnn med.!., 10: is obhch.l 1o specx(y tho scope ot ns L
' umen and the lits.tauons of xtt progrm Ava;lable ossutunce n.ust be bulunccd - o

| | O‘ﬂh mccssxty ior a per:on to be produchvo. Thc mm o’ a fucnhty pursumq |

. -this kind again involves a brood range of services. At.one end of the scale would be |

~ the pmvmon of occasionnl ncroctional actmtr.es, at the other end would be.a full

" complement of social, paycholoqicul and psychiatric services to help the patient
.. achieve his. optimal pcmnal and social development ‘and to. integrate; hm into the -

L community's - social struciure. Such goals as 'happiness,’" "'a full life,'’ or "‘over-

all adlmhnut’  are too vogue for program planning and do not- conmbuto to an under-
standing of the fucmty's setvices, A goal of ‘'renewed: foith and peace of mmd “for .

cﬁx»nph dou not. dxff#tintiute tha rehabxlituhon ;qexhty from a rehqmus msutuhon :

.
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gainet the individual pat'tent"stneede, his 'po&ntral“ and his environmental circumstances.
In other words, each facility owes it to itself and to its patients to recognize not only

| what it can do, but what it iz not equippod io do.

The facxhty" goals should be applied in a consutent manner to all facets of its pro-
gram. For example, the selection of patients and the manner in which they are served
should be based on the overlap betwéen the: goals of the facrhty and the patient’s needs.
Similarly, the size and nature of the budqet staffrng patterns, acquisition of equipment,

 and evaluatxon of new concepts and app!oaches should be related to the stated goals.

STANDARD C.

g 'The., goals of the rehabilitation facility shall be regularly reviewed by its staff an." governing

With the passage of time, new needs arise in a community and old ones change. To

- maintaina program which is related to community needs and to changes in clientele, avail- -

ability of staff, technical developments, fiscal support, and similar factors, the facrhty

}should revrew the reasonableness of 1ts goals penodxcally and m depth.

An effectrve techmque for revremnq goals is to have department heads submrt at the
tinse of annual budget preparation, a statement of geals to which the program and support-
ing budget relate, It is helpful for such a:statement to be developed at the time when the
departmental staff is. reviewing the previous year's goals and accomphshments. The goals
proposed by each department can then be reviewed by the chief executive for consistency
with long-range plans and other objectives. A department head ‘meeting is also lielpful to
synthesize depattmental goals with overall facility goals. The final product should, of

course. be presented to the governan body for its consrderatron. :

Other techmques for review of qoals are the formation of specral committees and the
use of outside personnel for evaluative purposes. Whichever approach is applied, it should
include careful examination of the program of the: facility to ascertain if it contributes to

- achievement of the self-chosen goals of the facility. Proposed changes in goals should
*  include recommendations regardmg requisite services, operating procedures, and staff
_alignment. - The restated goals also should be consistent with the definition .of a rehabil-

C ”.frtat:on facrlity. consxstent with the legal status of the facility, and should be specific, -

- .fected individuals and agencies:

attainable. and ‘flexible.  The new goals shdnld be drstrrbuted to the staif and other af-

\‘ ‘\‘\n.

Facxhties wluch have never formally developed or revrewed thezr goals wrll partxcu-'

ey ,larly find that' the process is a' vaiuable expenence in self-exammotton and herghtened
o ‘per:pectwe. o , A | | o
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" IL. ORGANIZATION

PRINCIPLE:

‘The organizational structure of the rehabilitation facility shall contribute effectively

.o the implementation of its goals, .

L ';"Orq_nfnizqt‘_iﬁn und qdminist.rution“_’ rllefer\s to the manner in which facilities, equipment,

services, and personnel are brought together to uchieve a.program of rehabilitetion for the
individual patient—a program which meets his particular problems and needs as complete-

- *ly and thoroughly as possible. The ultimate measure of a facility’s organizational and

- administrative structure is how well it combines these resources in the best interest of

the patieat and how effectively it contributes in this way to achievement of the facility’s
goals. Final authority for determining the structure is vested in a governing body which
sets policies for the institution in relation fo stated goals, ‘Responsibility for building

~ the.structure and making it work is assigned by that body. The functions of organizing,
directing, and controlling services (and personnel) are performed by those to whom the ne-

cessary authority has been delegaied. "

Accepted principles of m_undqenien_t provide reliable guidelinas for structurul develop-
ment, but the organizational structure of a rehabilitation facility has unique demands upon
it because of the degree to which services must be coordinated and integrated. The inter-

dependent nature of the total rehabilitation effort requires that the personnel involved

assume responsibility not only to their own service, but also to the relationships which
make integration and coordination of all services possibie.

. The.skeietul structure of organization is-furidamentully the same for any rehabilitation
facility, whether it is a freestonding independent center or a unit of a larger institution.

‘Some of the elements which comprise the structure may be farther removed from one an-

« ‘other in the latter setting, but the basic relationships beiween those elements remain un-

changed.  For example, in the discussion that follows, the term ''governing body,'’ when

“appropriate, refers to the rehabilitation board or to the administrator of a larger institution
. responsible for the rehabilitation unit, | | |

~ STANDARDA.

o egamitation,

4 'l'hc rohdb'.iligptibu'fchillty shall be, *ox_; be pnrt of, va legally cou_u‘titﬁhd eotpé:ixte entity with '
a charter &oohtitimtioiq and bylaws: which are in accordance with logcl requirements dfociiqq‘ its

I _" 1. The chcrtu or congﬁmuon thﬂll: N L‘ :




a. ldentify the corporute ontity. _
b. Stcte the object of the cotpaote entlty
-5 Ductihe cuteqories of, and. qno.mcations for, memheuhip
d. Describe methodz of cmendin; the constitution

2 Bylm, which may coutom the' GttiClOI listed under the constitntion, shull in nddxtion

-3 Provido for a goveming body O a B e
b. Describe quoii!icctions for membeuhip in the qovemiﬂg body, _electuon, and tenure of
e o!fice »
L _q{Estublish regulor and -peeiol meetiuge of the qomninq bod,', in no eve.:t leas than .
R threemeetings oachyear M. :
LA Provide for committees of the qovemmg body. p : :
"Ie..r. Deecnbe the parhomentary procedures wlnch sholl be followed in the conduct oi busi—
-. ness meetings. T :
. Descnbe methods of ome'\qu the bylcws

<

, The legal status of the foczhty must be appropnate to 1ts gools and proqram. ‘Whether
"~ the focility be voluntary, pubhcly owned or propnetory, its churter, constitution, or by-
laws should make general p'ovxsmn for its program. If the facxhty is a govemmentol unit,
there should be an appropriate statutory basis for its existence. If the facilily is part of
‘a larger mshtutmn, there should be justification in the mshtutxon's charter or constitu-
’,tlon for the specmhzed ochvxty of a rehobthtohon department. .

Customunly, consultohon 1s obtumed m druwmg up a chorter or constitutmn and by-
laws to insure confonmty mth legol requuements as well as thh the specific items listed
_ under tlus standard,

srAmAao B o

" The rehabtlitotion fccilxty shcll hove a for.mclly constituted qoverning bedy with legal and
moral responsibility fo! tho fotmn!ction of htood policy dlrected towcrd the eetublishment cmd op-
eration of the' progtom. BT o T - :

1. The governing body shall be constxtuted so as to provide eifeeh“vo leodeuhxp, resourceful-’
ness, and stability for the facility. :

a. Membership on the goveming body shonld reflect a cross sectxon of leading puhAc- '
3 . spirited citizens of the. commumty. ; ‘ )
Vh. No hdhnduo! shall retain’ memborahip on the qoveming hody when such momhcuhip
S conotitutes a conflict of lnterut.
e iQuorum requirements ofat least one-tblrd of the niombonhtp lho.l bc in eifect.
< dt ‘Minutex of meetlnqe shall be recorded, sofeqnorded cnd ovotloble for review an. outhor- -
izodbythegovemingbodyorthechlef executive. SRR -
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2. The: goveiuing hody shall lwve the neponsnhillty required fot the estcbllshment and main-
- tenimce of high stendards of operation for the facility, and for its continuing develepment

| a Rehebilltnuon nuds ei tl:e community slmll be eecertuined and mterpreted periodi-
cally.
‘b, An o:qcnlutioml plcn for the iacility shall be ‘in effect, together with apptoprlcte
 roles and reguiations, = . |
€. A gualified chiof exacutive shall be eppe!nted.
- d. Facilities and equipment consistent with needs shull be provxded
e Adequate financing shal: be provided through secunnq sufficient income, budgetmy
 couirol, safe administration of trust funds, and a good recordkeepmg system _
f. Goueral personnei policies shall be established and in effect.

. Q. Anmml tmd other meetings as may be teqmred shall be t.enducted to report to the mem-
bexship o the affairs of the corporation and the activities of the facility, to elect mem-
bers t6 the yoverning body, und to carry out such olher business as required by the
bylaws.

The cencept of the governing b@dy2 is as basxc to the rehubzlttatxon facility as it is
to other types of health care institutions.  The byluws of the facility should set forth the
 responsibilities of a governing body, describe the qualifications for memberslup, and es-
tablish rules concerning frequency and conduct of meetings, committes, and amendments.
‘The governing body is the final authority for the facility’s operation; it should provide
_competent 1udgment and zsnti.nity of lendership, both of which are vital to the establish-
ment and' mairtenance of high standards. Becadse of the key role which the governing
body plays in the operation of the facility, it must be so constituted that it can provxde
effective lecdership and stability. The size of the governing body, as an example, may
be so small as. to limit its resourcefulness or so lurqe as to hamper its functioning. Cb-
vxously ro fixed number represents the optimum size of the governing body, but an approx-
_imute range of between ten and tlurty ‘membars should permtt the desirable qualities to
emerge. Most critical to the success of the governmq body s funcuomnq is that its mem-
bership be composed of competent individuals who are deeply interested in the goals and
program of the rehabilitation facility. This interest will be reflected by the amount of _
time and resources which each'member devctes to his position. One method of sustain- -
inginterest is the injection of new spirit into the governing body by selection of new mem-
 bers to treplace those whose tenure has terminated. Therefore it is desirable, although
this iy not stated as a standard, that membershtp on the govemmg body be hmxted in time
un& tlaet tems of of‘we be stoggered

The resoutcefulness and stquhty provxded by the governing body has the greatest -
tunge and depth when the resowrces, needs, and attitudes of the community are reflected
in 1ts membershxp. Tlus does not Tequire q,mechomccl apportxonment of members to rep-

% Fnt ﬁutherdiecuniea eonmntnq this and mccee"(’&eq sections pertcinmq to the. qoveming body,
- sme. Malcolm. T, MacEachwrn, Hospital Ogggnizction and Mcmgexmnt. Bemyn. lllineu Physi- |

.....

| '_» cim Beeerd Co., 1962. Clmptet IV,
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resent defined segments of the community; rather, it requires individuals who can sensi-
tively coordinate the facility and the community. Such coordination will help assure the
necessary community support and understanding of the facility’s activities on the one
‘hand, and the optimum contribution of the facility to the community’s needs on the other.
Proprietary, governmentoi, and denominational rehabilitation facilities are not bound to
the necessity of a representative governing body. When it is not possible to reflect all
community interests within the goveming body, advisory boards can be effective and are
recommended. In smaller commumtxes, the opposite problem may prevail: community in-
terests may be limited and it may be next to impossible to find a member of the joverning
body who does not face a conflict of interest.- The leading citizens in small communities
may be the sole source of goods or services which the facility requires, If the members
of the qoverning body adhere to hxgh ethical st(mdurds, then actual or potential conflicts
of interests will be minimized.

3
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The size and scope of the facility’s operation will determine how frequently the govern-
ing body should meet and to what extent it needs {o organize itself into committees. At
the minimum, the governing body shall meet every four months., At these meetings, G
least one-third of the members of the governing bedy should be present. At least anrually,
a special meeting is required to report to the membership on the affairs of the corporation
and the activities of the facility, and to carry out such other business as is required by
the bylaws. The deliberations of this meeting as well as of all formal meeiings of the
governing body and its committees need to be recorded in the form of minutes for admin-
istiative, ccereditation, and legal reasons. Such minutes should be safequarded and avail- o
alle for review as authorized by the governing body or the chief executive. ;
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The longer the intervals between meetings of the governing body, the more important
it is for an executive committee to be formed and given the authority to act, subject to
review by the governing body. Some areas may require study in depth which must be done
by a commitiee, irrespective of the meeting intervals of the governing body. Finance, for
! example, may require particular work-up by a committee. The principle involved is that
*3 the governing body organize itself so that it can most effectively meet the needs of the
facility in relation to the community of which it is @ part,

B R -+ ht

; The governing body’s primary responsibilities are the estoblishment of policy, ligison
with the community, and financial viability of the facility. These are highly interrelated
areas. The development of pohcy depends to a large degree on krowledge of the needs of
: the community, and relations with the community will depend on the extent to which pol-
t icy leads to quality services. Accorolishments in these first two areas, in turn, will
affect the degree to which the commumty contnbutes hnancmlly to the facility for a strong-
ly interactive relahonshlp.
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The policies formulated by the govemmg body will affect the organizational and fi-
nancicl structure of the facility, its programi, pe:sonnel, plant, and equipment. Through
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these policies, the governing body strives to maintain high standards for the facility.
While members of the governing body may not have the professional training which quali-
"fies them to evaluate all rehabilitation services, they should he cognizant of the field
through the work of committees, consultants, reparts of the staif, qnd personcl observo-
tions. '

Community relations take two directions. In one, the governing body ascertains the
needs of the community to provide guidance for the direction of the program. Community
needs can be ascertained through periodic surveys of referring agencies, private pracfi-
tioners, and knowledgeable individuals as well as through analysis of health and eco-
nomic statistics and reports. Such surveys might best be conducted in éoopemtion with
other health, social, and planning agencies for more accurate data cnd as a step toward
improved coordination of services to meet the needs of the community. Activity in the
other direction consists of interpreting to the community the nature of the rehabilitation
program and its role in the community health structure.

Assurance of financial responsibility is a critical function of the governing body.
Even in those facilities that are heavily endowed or are tax-supported there must be an
accounting of funds and overall budgetary control. For the majcrity of facilities th~* op-
erate at a deficit which is net ccsily met, the goveming body must seek resources and
develop fund raising techniques to provide for the program which it has developed and
approved. : ‘ !

~ The governing body remains effective to the degree that it concerns itself with broad
policies of operation and control. If policies are adequately conceived and the responsi-
bility for implementation is given to a qualified individual, then the governing body has
discharged a major responsibility. In the final analysis, responsibility for carrying out
policies of any governing body must rest with one individual—the chief executive. For
effective application of this standard, the responsibilities of the chief executive of a re-
habilitation facility must be clearly stated and formally established by the governing
body. The unique problem relating to the apppinhhent. of a chief executive qualified to
operate a rehabilitation facility lies in the term * ‘qualified.’” The field of rehabilitation,
in its present stuté.of'development, has not defined with sophistication the necessary y
qualifications of the chief executive. Quality in a chief executive can be judged on the
basis of three criteria: educational background, experience, and performance on the job.
The training which a chief executive has received obviously is one measure of his abili- 4
ty to function effectively, particularly if his education has been directly related to the - '1
job demands of the facility. Experience can also be token as an indication of qualifica-
tion, but, as' with educational background, it.should not be judged apart from on-the-job
performance. The current performance of the chief executive on the job is central to any
determination of qualification. If he is performing at a high level of success, then his
qualifications, whatever they may be, are adequate. Qualifications may vary widely and
are dependent, in effect, upon the operational demands of the individual facility., There-
~ fore they must ultimately be judged in the light of successful performance. ”
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It is recommended that the chief executive have at lecsi a bashelor's degree from a
college or university. Such background should cunsist of a mojor in sonme urea which is
demonatrably of proctical vclue in the administration of a rehabilitation facility, Above
this limit, the amount of education is not as important as experience and job performance.

STANDARD C.

The chief executive of tke facility shall have the authority and be responsible for direction
of the facility’s operation in accordance with policy established by the goveming body. He shall

i. Establish and maintain effective ligison with the governing body.

a. He shall be present at all meetings of the goveming body and standing commitiees,
except when his personal stotus is under consideration.

b. He may be an ex-officic membar of the governing body without voting privileges, except
when it is required by law that he have voting privileges.

c. He shall orient new members of the governing body to the operation of the facility.

d. He shall assist the goveming body in the formulation of policy by presenting and in-

+ terpreting operating reports, financial statements, short-term and long-term plans, chang-
ing concepts and standards, and reiated information.

. He shall assist the governing body as required in such functions as fund raising, com-
munity relations, and related duties.

2. Coordinate and direct activities of the facility in accordance with the policies of the gov-
erning body. , .
« Devalop the organizational structure for the facility through delegation of authority and
ruponsibillty, establishment of lines of communication, preparation of current organi-
- zation charts, organization manual, written polict os, flow charts, and related staff edu-
cational material. :
b. Maintainpersoanel policies through involvement in personne) recruitment aud selection,
' personnel training, employee relations, and through dwolopment of job descriptions,
table of organization, and related areas.
c. Cosntrol the operation of the facility through day-to-dr-y decision and authocization of
""" oxpenditures and other proeodnus in accordanze with the policy utabnslnd by the
governing body.
'd. Upgrade the opexation of the facility by studying and analyzing reports of the various
departments; comparing the putotanneu against budgetary, administrative, and pro-
. fessional standards; and tuking apgropriate corrective measures.
e. Keep abreast of rohcb\illtutlbnz developaents locally and nationally.

~ The chief executive tmmlatas the policy decisions of the gowmmg body into the
day-lo-ddy activities of the facility. It is therefore importcnt that the chief executive be
given adequate authority to cdrry out his rasponsxbﬂitios. Just ds a goveming body has
a right to expact thnt a chiof axncutive noi cbuse the uuthority delegated to hm. the chief
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executive has a right to expect a goveming body to exercise aelf-restmint 0 that he is
not undermined in the discharge of his duties.

The chief oxocuuve can be responsible only to the whole governing body. To avoid a
conflict in roles and interests, it is best that he be an ex-officio member of the governing
body without voting privileges, except when it is required by law that he be a voting mem-
ber. In any event, the chief executive should attend as many of the meetings of the gov-
eming body and its comw.ittess as possible to be fully informed and to inform, except when
his personal status is under consideration. Basically, a free flow of information must
exist between the governing body and the chief executive. The latter should set the pat-
tem by providing new members of the governing body with a full report of the various as-
pects of the facility’s operation, including progress toward the realization of program ob-

_jectives. This may include a review of the development of the facility; a tour of the facil-
ity; discussion of its current goals, program, and problems; the relationship of the facili-
ty to professional groups in the community and to the publi¢; and review of anticipated
needs and tentative plans. Maintaining harmonious relations with members of the govern-
ing body is a continuing responsibility of the chief executive.

‘The chief executive assists the governing body in the performance of its functions by
presenting and interpreting operating reports, financial statements, and related informa-
tion.3 He should also hzip iceep the members abreast of developments in the field by dis-

cussing changing concepts, trends, and standards.

The chief executive carries outtsome of his responsibilities by helping to establish
an organization appropriate to the goals of the facility, and by delegating authority and
assigning responsibility to qualified staf! members. Even when the chief executive is

professiorally competent in a clinical service, he should not attempt to supervise the
, service unit directly (unless the facility is small), but should appoint a department chief. 3
[ 4 Thus, an occupational therapist who is chief executive of a rehabilitation facility should *

not also attempt to direct the occupational theropy department, unless the size of the fa- i
4 cility requires such a dual role. Conversely, the chief executive cannot relinquish his ¥
| overall responsibility fcr the quality and appropriateness of the services, As chief exec-
: utive, he must see to it that medical and other care is provided in accordance with the
objectives and standards of the facility.

The chief executive is responsible for the recruitment, selection, and development of
staff. Therefore, he should see to it that appropriate personnel procedures are established
to acilitate recruitment and assure retention of competent staff. Recruitment procedures
¥ will vary, of course, according to the size, location, and program of the facility and labor
3 ’ market conditions. It is best that the decision to hire an applicant for a professional po-
3 sition be made with the advice of the head of the department involved. A department head
| gcnerally will be better able to judge the professxonu. competency of the applicant. The

3 For a more detailed dnalysis of the function of the chief executive in relation to thc qovominq .
body, see Ruy Johns, Executive Hupon.ibﬂity, New York: Association Press, 1954, Chapter VI.
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administratorand his staff must also be sensitive to the applicant’s capacity to adapt and
contribute to the teamwork of the facility. Personnel relations in large measure reflect
the conduct of the chief executive. If the chief executive demonstrates his sincere com-
mitment to hasmonious teamwork by applying it directly in his own poeitton. he will direct-
ly influence the staff to ‘do the some. The chief executive must be zensitive to staff atti- -
tudes and feelings. An ‘open door'’ policy may not be enough. Alertness to potential
problems, complaints, and conflicts nakes preventive action possible and corrective ac-
tion easfer. In addition to periadic degartment head meetings, the chief executive or his
designate should encourage informal con,tocts.

It is helpful for the chief executive to tomulute guidelines concernmg the develop-
ment ond maintenance of policies cmd procedures covering:

. The definition of policies and procedures.

. The source of the policies and procedures.

. The method of communicating policies and procedures.
4. Exceptions and appeals.

W N e

The formulation of personnel policies and related material is documentedin several sources.4
The section on 'Personnel’’ covers this subject more fully.

The chief executive should also keep abreast of, and contribute to, rehabilitation de-
velopments locally and nationally. The adequacy of the time and effort he expends in

_ this direction can be measured not merely by the number of organizations of which he is

a member but by the degree to which the program of the facility is utilizing the latest
recognized techniques and attacking the appropriate, current problems of the community.

STANDARD D.

The rehabilitation facility’s organizational structure shall be designed to promote efficient

o and effective application, coordination, .and integration of the program essential to meeting its

goals.

1. There shall be policy established within the facility governing the dolegotion of authority
and responsibility.

‘2. Staff meatings shall be held at intervals appropriate to the administrative and professional
 needs of the focility,. | ,

3. There shall be involvement of std. in constructing oqendo ond in departmental decision

& Theu shnll be an estubltshod and understood procodure for resolvtnq interdoportmental

) Ray Johue, op. cit,, Chapter V.,

Reasis Likert, Neiv Paitems of Mc-..@eat, Mew York: McGraw-Hill, 1961.
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) mplomentctxon of the decmons.

5 The c:hh( of sach dqmtlmt shcll be ..umiblo to the chm mcutln -Of lus dniqnnto
 forfulfiliment of his assigned duties, The chief of each department shall: . |

Cmy out the cdnlniatmlon oi his dupartment in knpinq with pollcin estublulnd by -

- the governing body and by the chief executive, -

b. Direct the depariment’s cekivmu. including the determination of job dutiw, wnthnn
the usope of the responsibility delegated to him.

¢. Have direct access to the chief executive or his dnnqnato

d. Participate in decisions affecting his department, such:as budgeting, staffing, space'
‘ allocation, travel, client selection, in-service training, consultants, public relations,

and ptogram development.

- @. Be responsible for Omploy« schcdulmg, time sheets, job performance, and periodic -

‘rating of the employees’ effectiveness.

f. Be responsible for and closely supervise interns, trainees, aides, and voluntesrs as-
' signed to his department.

The multiplicity of services in the rehabilitation facility requires the minimization of

interservice rivalries and the integration and coordination of services. Fundamentcl to

such an accomplishment is mutual respect among the service units or depariments for the

* integrity and worthwhile contribution of each. This is fostered by: (1) staff knowledge of

the nature and goals of each service unit; (2) clear focus upon the needs of the individual
patient; (3) a system of values that minimizes the influence of differences among profes-

sions; (4) clearly written descriptions of the proper area of functioning for each service
~ unit; (5) clearly understood lines of authonty, and (6) a kigh level of staff morole. o

Stuff reldtnonshnps are heulthler when everybody knows who reports to whom, and why. |

The rehabilitation facility’s governing body and its chief executive should recognize the
necessity for celegation of authority and assignment of responsibility by providing ciearly
written policies to govern that action: The advantages of such policies are twofold: (1)
delegation of authority takes place more easily and with consistency; and (2) there is
staff understanding of the basis for such delegation by the chief executive and by others
whom he désujnutes His responsibility in this regurd was dlscussed under Stondurd C.

Holding regular staff inectings is another eﬁectwe means of promoting interservice ‘

understanding and infethon The section on '’Services’’ further discusses the nature

- of these meetings. .In general, they wiil be more meaningful and appropriate when staff is ‘
_involved in suggesting agenda. The same holds for departmental decision making. Staff .

involvement is not meant to imply that depurtmental decisions must be approved by staﬁ

- but rather that staff should be given an opportunity to express themselves concerning. '

those issues which affect them. It is not always possible to make decisions in accord-
ance with staff preferences, but the satisfaction of having their preferences consider»d
and ‘having the reasons fcr the decisions explumed contnbutes to stoﬂ acceptance and

T

i g e

Rt U welar S

n TP T . v



L v
R

7 to state that usits which have squivelence in

: ‘Minolge # bot posathl ""“'“"“W‘mm izo-
1 tluhmpomtbﬁlty&t tmimmmwwmmunm S

53 P
3 .




. SERVICES

PRINCIPLE:

J ' . Therehabilitation focility shall provids services essential to accomplishing the goals
| that it establisked in accordance with the standard on goals. These services must be of
such a quality and so applied that thay constitute an effective functioning program. '

f
N e it e

WRYLY

The rehabilitation program is more likely to be effective when the facility can offer
visible assurance that the relationship between services and goals is direct and close.
"‘j_l | It in halpful to patients, staff, and the community to be able to see this relationship clear-
B ly. While it is necessary for the facility io> provide those services required by its goals,
B it isalso necessary for it to exercise careful control over the progression of services into
; ‘ areus nz¢ covered by the goals. Servicos inevitably develop as new techniques and con-
| 4 cepis evolve. Hcw thsy can best be utilized will be revealed through reappraisal of the
| goals of the facility.

" Those services relevant to the goals are best provided within the facility, by the staff

g of the facility. Services which are supplemental to those required by the goals may ke

contracted for outside the facility. The level of quality of the services provided on either
buit should not be Jass than that required for the accomplishment of the goals. To de-
‘termine whether such accomplishment is in fact taking place, some means of vesification

3 . must be employed. Follow-up of patients ie ciie means through which the effect of services
7 can be ascertained. f
\ ‘ )
.
STANDARD A.
Tlp rehabilitation facility nhull provide uwiou nanod to fulfill its gocl: The facmty | %
| L Enqogo a competent stcff as s requiréd to provide the sezvices. | 3
: 2 Ductlbo to its staff, pationto. other agencies, and its public the services which it providn 4
| ‘, , 3. ,NAdnlt only those pcthnts whon noods are consmcnt with the urvieu ptovidod by the . ,
B  focility. ) | i
B
4. Assign to mh pcﬁent a pdulloadly eompctont staff umnbct who shdl at all times be g;
. responsible for managing the paticnt‘s peogram (tho staff member assigned way changeat ig
_v&ioupbuno!thptoqml) : _ _ I ' gE
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Usually it is possible to describe only in broad terms the services required to fulfill a
given set of goals. However, the more spécific a facility is in stating its goals, the eas-
ier it is to determine what services are _necessary. Definitive determination of the type

ond extent of services essential to a fuc;hty s qoals must rest mainly upon the judgment

of professmmls in the field and the state of current professional knowledge. Admittedly,
there is room for differences of opinion. The fact that many questions cannot as yet be

answered with precision points up the need for evaluative studies to determine the effec-

tiveness of services and to establish causal relationships.

To clarify the discussion, the term ’services’’ as used in this section refers to the
evaluative and treatment components of a professional discipline, rather than to an’crgani-
zational element such: as a department. If a facility purports to make a given service
available, this generally means that the facility should have at least one full-time profes-
sionclly qualified staff member to provide the service. Thiz allows for a full commitment
to the conceyts and techiniques relevant to rehabilitation and for the formal and informal
communication central to the concept of integration and coordination of services. The

major services, their components, and corresponding personnel are presented in appendix
I

The facility has an obligation to the population it serves—both directly and indirectly—
to specify clearly and completely the kinds of services it offers, the restrictions which
apply to those services, and the type of clientele who are eligible for admission. It is
possible to misjudge the services a facility provides if such judgment is based solely on
the disciplines represented by staff members. For example, social adjustment services

. are not always provided when a social worker is on the staff. If her function does not.in- -

ciude evaluation or treatment of the patient’s social situation but is limited to investigat-
ing financial resources, obtaining clothing, arranging transportation, or referring to other

_agencies, then the social worker in this instance is contributing to early convalescence,
. but not to social adjustment. This problem relates to the wide range of facilities dis- .
cussed on page vi, and to the importance of accurately reflecting the position of the facil-
ity in the spectrum of mmmlum to comprehenswe services,

contnbutmn to the patlent's neen for contmuxty of care. The scurmty of fuc1ht1es which

| furnish o complete range of semces places great importance upon interagency coopera-

tion. ‘A dovetailing of services cannot be acconplished effectwely unless there is accu-

rate descnptxon of services.

In genetul, even though the facility may feel little pressure to produce a statement of

‘'services because it enjoys sufficient i income or number of refermls without close commu-
"fffmty involvement, this does not eliminate .the obligation to keep the staff patients, and

other members of the rehabxhtuuon community informed. The patient’s re-entry into com-
mumty hfe 1tseli reqmres commumty organjzation actmty. The fuc111ty s public is broad-
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ly conceived to include anyone having a relationship with the facility. What was said
conceraing distribution of information on goals (discussed under the principle in the sec-
tion on ‘‘Goals’’} is applicable to distribution of the description of services. It is pasti-
cularly pertinent thut the descnptxon of umcos should be adqptod to the mtnnded au-
dience.

‘While the governing body has the responsibility for liaison with the community, this
responsibility may be assigned in part to the chief executive, to a public relations staff
member, or shared among several parties. Two-way communication is impostant, Public
relations involves more than keeping the facility’s public informed of its activities. Per-
tinent community conditions and developments also must be identified, described and re-
ported to the facility. It is as vital for the facility to be abreast of community develop-
ments as it is for the community to he aware of the work of the facility. The person pri-
marily responsible for public relations should be cognizant of key individuals, agencies,
and businesses that present information to the public as weil as of those who sense and
are alert to public opinion, '

, Evaluation of public relations has two aspects. One is concerned with measuring the
impact of public relations efforts by such yardsticks as the variety of media used in re-
leasing news; the results obtained in terms of refarrcls, contributions, or cther berefits;
and such additional criteria as may be determined. The second aspect is conceined with
the extent to which public relations affect policy making and consideration of new proj-
ects. When activities are being revicwed and planned, existing community feelings to-
ward the facility as well as anhcquted public reacuon to chonges in program should be
wexghed :

Inevitably, despite the most gctéful public relations efforts of the facility, there will
be referrals of patients whose needs are not consistent with the services provided by the
facility. When the inconsistency is obvious, a prompt and appropriate redirection of the
referral is required. .

The progis_jon of services by the facility to each patient should be organized through
a patient program manager, This refers to the staff member who is designated to: (1) as-
sume responsibility for the patient dunng the course of txeatment (2) coordmam the treat-
ment plan; and (3) cultivate the pnnent's participation in the program. Genemlly, the
+staff member representmg the service to be pnmanly admuustered should assume this
* role. Thus, a potient pnmcnly in need of medical services will have a physician as his'
.- prograt- manager, and a patient pnmanly in need of vocational services w111 have a vo-
R ~cational rehabilitation counselor in that role. When the putxent's program changes from
. one major semce areq to another within the fucxhty, this may requnre the ass'gnment of :
'a new pngam manager. ’

The pahent proqram manager, bemg responsxble for the panent ‘'should see to it that
‘ (l) the patiant is adequaiely oriented; (2} the patient’s proqram praceeds in'an appropnate,
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| mxymnm mamnier; and (3) the dischargs decision and arangements for follow-up 1
|
|

| R - are properly made. - mmyuntnndomdiuuﬁmo!mvlus’pmcribadfor patients ¥
in o rehabilitation facility can be:intensively personal and supportive to the patient, it

e T

can be ¢:service which is impersonally provided, or it can leave the patient with ne an-

x - " chor point for his feelings about what is being done to him. ‘In ussxqmng staff mambers
E ~to the role of patient program manager, first consxdemuon should be given to those whose

. , per!omanco would fit into the firsi eutoqoty
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STANDARD 8.

, The rehabilitation focillty shall be ultimately responsible for the appropriateness of the pa- : ]
z . tient's program at the facility. Through delegation of authonty and responsibility to 1ts profes-
rE sional staff, the facility shall:

1. Establish and follow policies and procedures for lntoko

. @ The facility has clearly written criteria for admissicn.

~ b. Al referrals for diagnostic evaluation are screened by personal mtetvnew, review of
application forms, ot review of referral information.

¢. Diagnostic evaluation and verification of odmttlnq dioqnosns procodo mitu:tion of nny'
trectment or training service. :
" - d. Financial arrangements are fully explcined to the patient ond/or has fomly

‘.. Arplicunts ineligible for service are informed as to the reosons and, if possible, alter-

native steps are suggested.

RO 4 MR NG Wha lo ak
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2. Establish and follow peocedures for evaluotnon of its patients to determmo the patient’s
progzam qt the {ocnlnty

a. The current dzoqnosis and repott of findmgs for eoch patient ore ovmloble- to the pro-
‘fessional staff.

b. The patient’s rehabilitation program is established by professional personnel who pur-
ticipated in the evaluation.

3. Estoblish and follow polncnos oud procedures for onentotlon of new patients and their
fcnnxlios -

@ Program goais are described to the patient and/or his family.
b. The services to be provided are oxplonned to the patient ond/or his family.
E e. The staff member responsible for the mnogomont of the potlont' s proqmm is mtroduced
= to the potiont ot or shortly aftor admission, : -

. | ;; 4 E:stoblish ond follow policlos and ptocoduros to msuro thot servxcos requnred by the pro- '
' gtom for occh poticnt oro provndod in m inteqmted and coordmotod momior

a. Proscribod sonnoes are loviewod for. eocll pchent on @ schodulmg ond odmxmstrotwe
level. - : -
b, Approptiatc signed notations in the potiont's <hart voliduto thot pcments hove ncenvod
. all ntvicu to which they have been referred, :
T io.ﬂSorvnoo hocds are rosponsibls for mqking sm tlmt potionts recenve tb& trecement pre-
S sa‘ibed withln their units. B o . . :




d “The. patient program manager mqnlcrly cvcluctes the patient‘s progreu and thc ‘contin-
5 - .., uiog appropriateness of the program. '
N e Staff conferences are he!d regularly to review tbe pntient's progreu. develop further
: plcul and maintain an integrated and coordimtod program. , .

o . - S Estnbltnh aud follow peocedures far discharge of patients.

‘a. The discharqc decisionand plan is established through the mecipauon of professronul
personnel from services contributing to the patient's program cnd other resource per- )
" sounel as appropriate to the patient’s welfare.
.. b. Discharge suthorization anéd summory ore prepmd by the pctrent‘n program mcnaqer
c. Patient, fomily, odministration of the facility, and referring sowce are given cmple
notice concerning the dischnrqe decision. o

6. Establish and follow procedures for follow-up of its patients.

a. Arangements for follow-up contacts are made with the patients, and appmprrcte indi-
- viduals or agencies. ‘

b. Follow-up contacts are designed which will support the patient’s rehabilitation and
which will contrlbute to evaluating the facility’s program.

‘ - The facility, althcugh it assigns specific responsibilities to its professional stcff

E - must maintain overall responsibility for the patient’s program in the faciiity. The facility

~ has the discretion of determining which referrals it will accept, in keeping with the goals
it has established. For purposes of describing and interpreting this standard, the com-
plete process from referral through follow-up has been divided into seven stages: screen-
.ing, admission, diagnostic evaluation, treatment services, discherge, and follow-up. The
first, o referral, stage consists of the request for service from the patient or by a third
purty The referral may be made by telephone, letter, referral form, or the patient appear-

- ing in person, but it is not complet. .ntil the request for service is presented in @ manner
approved by the facility. ‘ | ‘ '

i _ The second stage is screenmg In this process the referrul rnformctron is revrewed | ¥
';I " or the patient is rntervrewed and the initial determrnctron is made as to’ his ehgrbrlrty
’ for diagnostic evaluatron or treatment service. There must be at least a prelumnary state-
‘ment of the rehabilitation problem. The screenrng process should reflect the goals of the
facility: if the goals are comprehensrve a commit*~e representmg the major service areas
- should screen referrcls for sen(rce, : therwrse, twc or more staff members representmg the
facrhty s two or more areas of- \emphcszs determrne eleqrhrlrty for service. This stage
“also rncludes explc;mng tmcncml crrcngements to the pctrent cnd/or hrs fcmrly, and te-
o -duectmg cpplrccnts to other resources it found rnelrgrble for servrce. - o

The thrrd stage is cdmrsswn Thrs covers the rcrmal entry of the patrent rnto the pro- -
,grum, the not;frcctron of approprrcte rndrvrduols cnd cgencres the processrng of torms o
and ecrly orrentctmn procedures ' oo |
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The fourth stage is diagnostic evaluation. This appraisal is not restricted to medical
evaluation; it also includes evaluation of psychological, social, vocational,ané educa-
tional status. Areas covered in the diagnostic evaluation are determined by the goals of
the facility. In this stage, procedures are applied for verifying the admitting diagnosis,
and the patient’s needs and potentialities are assessed. The outcome of this stage is the
decision either to terminate or to develop a treatment plan.

TR R

s i

SRR

S

The {ifth stage is the treatment service. In its course the treatment plan is developed
and followed or modified as required by the patient’s progress. This stage is generally
the longest; it involves the application of rehabilitation procedures to achieve the goals
which have been determined for the individual patient.

oy,
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The sixth stage is discharge. It begins sufficiently in advance of the actual depar-
tureof the patient to satisfy the needs of the rehabilitation plan and extends through con-

firmation that the planned disposition hcs been made.

-,

The final stage is follow-up. It extends long enough to cbtain maximum gain from the
rehabilitation program, and it permits evaiuation of the eifects of the services.

- ST TR

~ The first four stages may be considered the intake phase of the rehabilitation program.
The less rigorous the intake procedures, the more likelihood there is that individuals
may be accepted for service who actually should be referred elsewhere; the greater the
degree of vagueness relative to the patient’s problems, the greater the possibility of pre-
scribing services which are not germ:ne to the needs of the patient.
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Any facility is limited in the number of i:eople it can serve. It is incumbent upon the
facility to determine which people it can serve most effectively and to formulate this de-
cision in writing so that a minimum of subjectivity is involved in the process of screen-
ing refe.rals for service, Clearly written admission criteria are not intended to be a sub-
stitute for the exercise of clinical judgment in deciding whether or not the program is ap-
plicable to the patient’s needs; rather, they are intended to conserve the need for such
judgments.  Written admission criteria are perticularly helpful for preliminary screening
when the facility limits its services to specified types of disabilities, for example, or has
special requirements concerning age, residential location, or financial condition.

Not only to reflect its goals but to assure balanced screening, a facility offering mul-
tiple services should include representatives of the major service units on the screening
committee. The degree of intensiveness of the screening process will be governed by the
degree to which the referral information provides a sound basis for determination of eligi-
bility. If personal interview of the patient is not required in screening, it will generally
be requir.d prior to admission to prepare the patient and his family, clarify financial ar-
rangements, and handle miscellaneous details. When an individual has been found to be
ineligible for service, the factors involved should be discussed with him, his family, and

22«
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the referring source, as indicated. The facility should accept responsibility for récom-
mending alternative plans, making referrals as indicated, and, in general, assisting and
encouraging the individual to obtain the services ke requires. |

After the admission of the patient to the prog'ram, the facility must verify the referral
information through its own evaluation tests and procedures and supplemeni ihis informa-
tion as needed for proper initiation of treatment or tralning. The facility can be truly re-
sponsible for its program and the appropriateness of its services only if every patient has
a rehabilitation plan based on an evaluation which the facility is prepared to warrant.

Multidisciplinary involvement is just as necessary for post-admission evaluation and
the determination oi the patient’s program as it is for the screening process. One person
can make only a gross evaluation of the full range of patient needs. Theref:e, each serv-
ice provided by the facility should conduct its own evaluation, having available to it be-
forehand the current diagnosis and refeiral information. If evaluation findings of a parti-
cular service are negative, and the service consequently will not be involved with the
patient, the patient's program manager should be notified to that effect. All of the serv-
ices which will be involved should be represented at a staff confarence where their eval-
uction findings are discussed and the patient’s program is decided. Ideally, the decision
is based on consensus. if agreement is not reached, the mos: immediate needs of the pa-
tient should be given priority by the patient’s program manager. A professional staff of
high caliber and a deep sense of dedication, while they may have honest differences, will
view the patiert's needs with objectivity and discernment; they will not let personal sta-
tus or exagge:ated professional pride influence their recommendations.

Thenecessity for including the patient as a member of the rehabilitation team is wide-
ly accepted. If self-sufficiency of the disabled person is an earnest goal, surely the pa-
tiert will be exicouraged to be independent in all feasible areas as soon as treatment be-
gins. This dictates a full and early orientation program which includes an introduction to
the staff and the facility; arrangements concerning fees and other financial matters; and
explanation of daily procedures, services available to the patient, the goals of his pro-
gram, and the nature of his participatidﬁ. The patient’s family or other persons signifi-
cant in his life should be drawn into the orientation procedure. Treatment in isolation
denies reality and closes the door on outside resources which can enrich the rehabilita-
tion program. Considerable reorientation is required to shift the patient's concept of him-
self from that of a helpless dependent person to one who is active and responsible for
much of his program. It will not be accomplished overnight. The contribution of staff
members to the orientation procedure—and the role of the patient’s program manager in
particular—cannot be overemphasized. Not only in words but in their behavior they can
demonstrate their acceptance of and respect for the patient.

A patient handbook or brochure incorporating the above considerations is a useful
supplement to the orientation program. It should be thorough but not unnecessarily tech-
nical, easy to read but not patronizing.

«23-




L

-

SN e

=z

. In general, patients should be informed of the goals of their progrom insofar as their
condition permits. In some instances, mental retardation, cerebral dysfunction, or emo-

- tional disturbance will limit the patient’s ability to understand; in other instances, un-

realistically high expectations on the part of the patient will contraindicate immediate
exposition of modest program goals. Beyond such limiting factors, there should be full
discussion with the patient concerning his program, his participation, and the goals.

A comprehensive rehabilitation plan involves many variables with a high risk of com-
plications, conflicts, distortion, and abridgement. Therefore, appropriate checkpoints,
safequards, and overall supervision are necessary. The objective is to have the patient
proceed through his program witha minimum of inconvenience and a maximum of efficiency.
Very soon after the formulation of the plan, it should be reviewed on a scheduling admin-
istrativ~ level to assure its appropriateness, compatibility, and feasibility. The patient’s
program manager should have the responsibility for seeing that coordination does, in fact,
take place.

Inasmuch as communication among staff is the primary means of coordinating and in-
tegrating the program, the opportunities provided for such communication are of critical
importance. Inh small facilities, opportunities for staff communication are almost self-
presenting, hecause staff share offices, lunch together, and have other frequent occasion
for contact. In large facilities more formal arranjements are necessary, such as ward
rounds in which all dizciplines visit patients in a group or chart rounds and staff con-
ferences in which staff review the patients’ progress, develop further plans, and continue
coordination of efforts. The frequency of such meetings is determined by the needs of the
patient and the size and intensity of the program. The patient’s program manager must
have the cooperation of personnel in all service areas to insure that the prescriptions for
treatment of each patient are effectively and completely ccrried out. Evidence of com-
pliance should be validoted through appropriate signed notation in the patient’ . chart.
Service heads are also responsible for mcking sure that patients receive the treatment
prescribed within their units, Staff communication is essential to ensure the continuing
appropriateness, efficiency, and effectiveness of the program. The nature and frequency
of the communication, be it daily informal telephone conversation or monthly form¢? statf
conference, must be such that it enables meaningful review of the patient’s progress and
coordination of an appropriate program. There must be evidence that staff communication
which meets the above criteria takes place.

The Standards contain a separate ciatement conceming procesdures for discharge of
patients. In practice, however, discharge planning should begin early in the treatment
phase, and all professions involved with the patient should participate in formulating the
discharge plen. This ircludes agencies outside the facility, such as a family service
bureau, who can ease the transition from the rehabilitation facility to the community. The
discharge period is particularly critical in that it tends to focus many pressures upor the
patient, the facility, and the community. In large measure, dischurge presents a test of:
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the efficacy of the iacility’s program; the ability of the service units to work and plan to-
gether; the patient’s ability to =aintair gains that have be~ acde; and the capacity of
4 his fomily and society to occept hir: and facilitate his re< ry into the community. It is
E: obvicus that the adequa’e preparation which is needed /  discharge requires more than
! routine notice to the patient that his program is complr . Early and active involvement
: of the patieat, his fumily, referring source, and othe community agencies that will be
working with the patient is necossery. ) “

.
PR i

> The critical noture of discharge has led some rehabilitation facilities to experiment

: with trial ot interim discharges. These are multiple discharges which take place as thy |
B patient progresses through his program, particulxly appropriate during plateau periods.

i It is hoped that through a number of such discharges, the final transition into the commu-

3 nity is not as traumatic an experience as the single discharge might be.

Discharge authorization and summary should be prepared by the staff member respon-
3 sible for the patient’s program at the facility. It is also the patient’s program manager's
| responsibility to see to it that reports are transmitted to various agencies so that informa-
tion pertinent to the needs of the patient is at hand.

Arrangements for follow-up of patients should be made a part of the discharge proce-
dure. The patient as well as the appropriate individuals and agencies si:ould be promptly
informed of such arrangements. rollow-up of patiants should not be limited to such needs {
as periodic medical surveillance; it should also determine to what degree the patient's
program at the facility has been successful and whether the facility’s total program of
services offered is adequate, It is through information gathered dur.ag follow-up contacts
that the facility is able to ascertain if further services are required, nnd to evaluate the
effectiveness of its services and programs. The need for the facility to be flexible and
to modify its program can be met best through awareness of the degree to which the pa-
tient achiaves the goals which had been decided upon.

3
- .
. i
4
1 3
N
e,
¥
¢
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STANDARD C.

. The tehabilitation facility shall maintain responsibility f¢+ the appropriateness and profes-
sional compatence of services when other agencies or nonstaif personne! are requircd in the pa-
tient’c program.

The services provided by the facility may require supplementation when unusual de-
valopments or complications in treatment occur. In anticipation of such occasions, the
facility has the obligation of surveying outside services and selecting those which best
meet the needs of the patient in the program. The facility must apply the same yard-
stick to services which it contracts for or purchases from personnel outside the facility
as it applies to personnel and services within the facility. Beyond estohlishing the fact that
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outside services are of the scme standard of excellence as those of the fccxhty, there is
the need to make such services an mtoqrcl part of the patient’s program.

These outside services must be scheduled and provided in such o manner as to coor-
dinate with the program of services provided within the facility. In addition, these out-
side services must be integrated into the pattern of services within the facility in such
a manner as to contribute to the effective functioning of the total rehabilitation team as it
concentrates on the specific human needs of the patient within the facility. In instances
where conflict may arise because of a patient’s desire to be treated by certain ouiside
personnel who in the judgment of the focility do not meet the standards of excellence
imposed by the facility, the facility has the duty an. the right to refuse to provxde such
services,

The integration of outside services with the facility program can be greatly assisted
by establishing a variety of relationships between the consultants and the facility. Some
examples are: inviting consultants to attend or participate in staff training meetings; ar-'
ranging for consultant demonstration of methods and techniques; and employing consult-
ants to help in program development and research.

STANDARD D.

All professional patient service units of the facility shali have the following characteristics:
1. Patient care

a. A full range of care as requirsd by the goals of the facility.

b. Adoquaio orientation of patients, new employees, volunteers, and others concerning
the setvices.

c. Diagnostic, evaluative, treatment, and training procedures to the extent which the goals
of the facility require and competency of the discipline permits.

d. Appropriate consultative and educational assistance for the family of each patient con-
cerning his program, progress, and ultimate needs as they relate to the services.

2. Professional

a. Fulfillment of all professional and legal certification and licensure requirements.

b. An ongoing evaluation of concepts and techniques utilized by the services in relation
to patient progress.

c. Active participation in rehabilitation conferences concerning patierts receiving the
services. A :

d. Opportunity to recommend patients for any service through the patient program manager.

e. Fulfillment of professional supervision by designated staff members qualified legally
and by training and experience, : :

3. Administrative

The facility shall encourage and support professional growth and development through:
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a. The conduct of inservice trainin, programs. (

b. Ready accesas to professional reference material relévant o the service and to rehabil-
itation in general.

c. Provision of opportunities for the conduct of professional education and research.

While professional disciplines vary greatly in their conceptual bases and modalities,
they should, in the rehabilitation facility, share a number of characteristics in terms of
patient care, professional principles, and administrative procedures.

All professional patient service units should be able to provide the range of care re-
quired by the goals of the facility. For example, if the facility includes vocriional ad-
justment among its goals, with no restrictions as to disabilities served, vocational serv-
ices should include prevocational evaluation, vocational counseling and testing, job try-
out, sheltered workshop, vocational training, job placement and follow-up. When intake
restrictions justify direct provision of less than the complete range of seivices, there
should be standing arrangements with individuals and/or agencies who can provide sup-
plemental services as needed.

All professional patient service units should contribute to the orientation of patients
and their families to the degree to which they, as recipients, are affected by the service
provided. New employees should also be oriented to each service unit, as should volun-
teers and the facility’s public.

Each service unit should perform, to the extent professionally qualified, those diag-
nostic, evaluative, treatment,and training procedures required by the goals of the facility.
For example, if personal adjustment is a goal of the facility, patients should be routinely
evaluated by a psychologist and/or social worker and/or psychiatrist. Judgment as to
diagnosis and treatment then rests with the discipline performing the evaluation, as does
the responsibility for providing and coordinating the service. On the other hand, if a psy-
chologist is employed in a facility whose main goal is physical restoration, his role is
limited to those services which contribute to physical restoration, such as realistic ac-
ceptance of the loss of a limb, psychelogical adaptation to use of a prosthesis, etc.
Physicians may prescribe for physical restorative treatment or therapias within their com-
petence after examining the patient and being satisfied as to the appropricteness of such
a prescription. Such services as nursing, occupational and physical therapy, and the fit-
ting of prosthetic and orthotic appliances are provided through medical prescription.

The equivalence among service units with regard to education of families is not meant
to imply an autonomous approach. Patients’ families often experience a strong need for
encouraging information which can lead to a fruitless and disruptive searching. Therefore,
while each professional service unit should have equal opportunity to coasult with the
patient’s family upon the latter’s request or when the family can be of assistance in fur-
thering the goals of the rehabilitation plan, such activities should be coordinated to avoid
duplication or working at cross purposes.
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It may be helpful in this discussion of the 'professional’’ section of the standards on
"Ssrvices” ‘0 emphasize that the requirement concerning professional and legal certification
refers to service units rather than to personnel. There are an increasing number of profes-
sional groups which certify or approve units of service, such as the American Board on
Counseling Services, Inc. The list of such standard-setting organizations current at.the
time of this \writing can be found in appendix IV.  The facility should meet such require-
ments as apply to its services. In addition, state and local ordinances must be adhered
to, such as licenaing s a medical dispensary, sheltered workshop, educational program,
and other categories. The facility must determine its legal responsibilities in this area.

Just as the rehabilitation facility engages in self-evaluation through periodic surveys,
reviews of goals, and other procedures, so each professional service unit should conduct
a conscious, ongoing evaluation of the concepts and techniques it utilizes in relation to
patient progress. The staff should have sufficient time to gather and evaluate follow-up
information and research data, and apply criteria for o periodic, thorough, self-study. The
use of outside consultants to assist in the services’ self-evaluation is merited from time
to time.

All service units have a responsibility for aciive participation in rehabilitation case
conferences concerning the patients who are receiving their services and the families of
those patients. Much of the value of  service is lost if the cutcomes of specific treat-
merits are not conveyed to members of the team. While information is imparted through
written reports in the patient’s chart, the give-and-iake of discussion provides a more
meaningful exchange of information. Not only is more knowledge gained concerning the
effects of the service from different perspectives, but a better understanding of the patient
results. Understanding of the patient is a critical factor when personal communication is
involved in the application of clinical knowledge. In keeping with the philosophy of in-
terdependent functioning of professional service units, all staff members should have
equal opportunity to recommend to the patient’s program manager the application of other
services that a patient may require,

In the orea of administration, each service unit should share several basic character-
istics. In-service training progroms are necessary for each service unit to maintain staff
competency and to provide for growth and development. A variety of techniques should
be utilized, such as staif meetings focused upon theoretical concepts or analysis of repre-
sentative patient programs for instructional purposes, training films, guest speakers, re-
view of literature, etc. In a small unit, an above-average standard would be to arrange
meetings with other agencies that have the same service and set up a combined in-service

treining program.

The specification that each service unit should have access to resource material rel-
evant to rehabilitation in general is based on the assumption that each professional statt

member will have a personal collection of basic books and periodicals which he has ac-
quired in his professional studies and to which he adds during his professional lifetime.
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However, boyond this, the facility has a responsibility to provide reference material which
is especially pertinent to the program and goals of the facihty, plus such additional gen-
eral reference material as is ‘appropriate but may be too expentwe for the mdwiduul staff ¥
member to purchase. . .
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Each service unit has an obligation to its discipline to contribute to the techniques,
concepts, and instruction of its field of knowledge. The extent of such contributions is
related to the resources of the facility, At the basic level, every practitioner who is alert

~ to his role and relationships in the facility and observes the effects of his fforts is a” JRE
reseaich worker. More elaborate levels are desirable if major advances are to be made in 4
reducing the gap between the application of services and the scientific basis for the serv- ¥
ices. ldeadlly, a coordinated program of research should be established by the facility; z
the program should be directed by a staff member trained in research methodology and
charged with the responsibility for ongoing research.
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Because rehabilitation is not a single-discipline approach to the problems resulting o
from disability, research should pot be confined to any one discipline. The coordinator i
of research should stimulate, assist, and encourage all depcrinents to identify appropriate
areas for investigation, develop research designs, and provide statistical or other techni-
cal assistance. By relating results to those of other studies and to the professional needs |
of the staff and the program, the research coordinator can contribute materially to the ap- {
plication and interpretation of findings. ‘ q
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The discussion concerning research is equally applicable to professional education. |
The rehabilitation facility, ideally, should establish affiliations with universities to pro- |
vide intemnship programs for the various disciplines represented in the facility.® Intern- ;
ship programs have been increasingly a part of essential training for all professional dis- X
ciplines. As such, it provides the student with guided, progressive contact with patients
in an actual woik setting. It also provides the facility with contact with professional
1 training institutions which stimulates and assists the facility staff in keeping abreast of
3 current professional developments. The planning and curriculum of an internship program
R is customerily developed between the facility and the specific training institution which
- has agreed to enter into such an arrangement.
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5 1. P. Robinault, ’Professional Education, and Rehabilitation Center Responsxbahty,"New York:
Institute for the Crippled and Disabled, 1250, _
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iv. PERSONNEL

PRINCIPLE:

The staff of the rehabilitation facility shall be competent, professionally ethical, and
qualified in the particylar phases essential to achievement of the facility’s goals. Per-

sonnel -policies which contribute to the effectwe functmnmg of the staff shall be in ac-
tive operation.

This principle applies to all paid personnel, consultants, and volunteers of the facili-
ty who participate in the rehabilitation process. Their combined resources of time, under-
standing, and skill, coupled with the patient’s own efforts, produce restomhon and adjust-
ment—thus fulhlhng the goals of the facxhty. '

~ Ideally, dll of the relevont physical, mental, emotional, social, educational,and voce-
tional needs of each patient should be considered—both separately and in relation to one
another. The successful satisfaction of needs in one area usually hinges upon t*e satis-
faction of needs in other areas. No area is an island; all are interdependent. Only if the
special contributions of each staff member are related to the contributions of others can

there be an integrated, coordinated approach tc the problems and needs of the handicapped,
disabled individual.

Personnel policies intluence the quality of the staff’s contribution to the rehabilita-
tion process. Adequate policies will reflect the basic needs of personnel and foster staff
morale. They should result in a smoothly functioning operation and a therapeutic environ-
ment based on mutual respect among team members. The patient benefits from both.

STANDARE A.

Al facility personnel shall meet the standards of qualification'estublished by the rehabilita-
tion facility.

1. The governing body has final résponsibility for standards of qudlificatien for facility per--
sonnel. It shall delegate authority and responsibility for implementing standards to the
chief executive.

2. All facility personnel shall meet the legal requirements of their positions.

3. When standards of qualification have been established by recognized professional groups,
~ the rehabilitation facility shall adopt these as minimum requirements for its respective
professional staff.

- 4. When standards of qualification have not been established by an orgamzahon or group, the
' measure of competence shall be scmsfactory job performance as defined in the job des-
cnption ' ‘ : 3
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S. The rehabilitation facility's contractual or consultent services shall meet the standards of
~ qualification established by their respective professional group or organization, by appli-
cable leqal requirements, and by such additional evxdonco of compstence as tho focxhty
may require. .
6. Volunteers shall be lupemxaed and have the quohﬁcotxons required for their assignments.
If volunteers provide professional service, they shall meet the standards applied to paid
statf.

The basic activity of a rehabilitation facility is centered in its professional staff.
The qualifications which staff bring to their respective positions cre fundamental in de-
termining the effectiveness and efficiency of the facility’s operations. In establishing
standards of qualifications for its staff, the facility is not without legal and professional
guidelines. Generally, one’s peers are best quadlified to define competence. Therefare,
when standards of qualification have been established by a recognized national profes-
sional organization, they should be considered mmunum requirements.. Relevant organi-
zations are listed in appendix V. The facility may expand these minimum requirements
by adding its own in terms of length or type of experience. The nature of the probléms
encountered in the evqluouon, treatment, and training of the chronically ill often requires

- skills supplemental to those ordinarily appropriate for serving the transitory ill.

In developing standards of qu.olificotion for facility personnel, the chief execﬁtive
should know the licensure or certification requirements of the state in which the facility
is located. He should also consider stondards in comparable facilitizs. Newly created

- positions which do not have standards of qualification should be clearly outlined in a job

description so as to provide an objective basis for evaluating applicants for the position.
Once the job description has been tested, amended, and accepted, it provides a basis for
comparison with job performance to evaluate the individual’s competence. Job descrip-
tions are discussed further on page 34.

| Even when a shortage of qualified candidates for employment ex1sts, the foclhty
should not employ an individual who has less than the minimum qualifications unless it
is prepared to arrange for the individual to work under the supervision of a qualified per-
son, and to acquire the qualifications necessary for the position within a reasonable pe-
riod of time. The chronic shortage of qualified professional personnel places an obliga-
tion upon all rehabilitation facilities to participate in recruitment activities of a broad
aature, In addition to caoperating with agencies and community groups cor.cerned thh

» heulth career recruitment, rehobxhtonon facilities can develop Work experience programs

to provide students with a firsthand, thorough comprehensxon of heolth-reloted occupa-

“tions, cooperote wnh schools in career days, sponsor tours, etc.®

- -5"Th.e:N&tioxioi Health Coui*ncil, 1790 Broudwoy, N. Y. 19, sponsors pregrams in Health ‘Careers

Recruitment, and has descriptive material available upon request.
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17 See appendix V.

Personnol stondords estabhshed for employees should not be lowered for contractual,
consultant, or volunteer personnel ‘It is the nature of the task, rather than the class of
personnel, which should govern the standards of qualification. Services which are pro-

. vided by personnel other than employees should be at a level of competence compotxble
" with the fqothty's rehabilitation effort.
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STANDARD B.

. The rehobllitotion focnhty shall estoblizh and maintain current P°r80nnol pOhcug, .
Persomel policies shall: : : . :

‘a. Bebased upon sound personnel management princxples

b. Be at least equal to established practices in comparable institutions.

c. Be at leust equal to established standards or guides of profeuxonal orqomzotxonu
d. Take into account recommendations of the staff. -

e. Be boled upon reolitiel of the facility's conditions and tbe needs of the program.

 2:' Personnel policxes sholl cover the basic rolotlonslnps between the empioyer and employ-

ee, the responsxbilittes and’ obligotione of sach, and the general working arrangements.

3. Personnel policxes shall be a matter of offxciol record and be mode availoble to all staff
in an employee handbook or other suitable method '

_ 4. Personnel polici.s shall be reviewed pericdically.

In estobhshmg and maintaining personnel pohcnes, the focxhty should rely on several

contributing sources. The points of general agreement among personnel administration _

experts provide a foundation on which to buiid. Greoter specificity and focus can be add-
ed by appropriately applying the best practices of comparable institutions. The past and
current experience of facilities which are similgr in goals, size, community setting, and

other,respects will hov"e‘demonstroted the 'merits'i "ond' faults of vorions personnel p‘olicies. 3

‘Because of the close relutlonshtp between staff morale ond personnel policies, the

staff should portxcxpote in the formulation of personnel policies. A committee of repre-

. sentatives of the various deportments should nieet at ‘established intervals to review pol-

icies and make recommendotxons to the chief executive. Some professional organizations,

~ such as the American Occupational ‘Therapy Association and. The American Physical
‘Therapy Association, have made recommendotxuns concemmg ‘administrative practices

~ and personnel policies.” ‘These should olso be consulted. Each facility's- pottern of re-

sources and goals is unique. For this reason the chief executive must consider many fac-
torsm tormulotmg for hxs focxhty the most meunmgtul ond oppropnote personnel pohcxes. -
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Personnel pohcres must have an offxcml bosxs if they are to be effective. They should
have general cpprovcl of the govemning body, with specific Jetails authorized by the chief
_executive, If they are extracted from minutes of meetings, they should be cnplrﬂed cleor-
ly written, and complete.

| Peraonnel poircres should be mcluded in a staff handbook cnd qiven to each staff
member as part of his employment orientation program. It cannot be assumed that the per-
- sonnel within a facility are familiar with the policies simply hHecause they are a matter of

- public record, The:chief executive should establish procedures which insure that staff
understand the facrlrty s personnel policies. Employees should always hove the opportu-
_.nity to- ask for nnd recewe clcrrfrcotron of any policy.

Personnel pohcres cnd procedures should dehnecte'hrrmg piactices, and make clec:

~ what the organization expects of staif as well as what staff may expect of the organiza-

tion; they should establish a frame of reference for dealing with all contingencies related

to the actwrhes of personnel within the fucrhty, and they should provide general guidelines

~ for staff conduct., Specific pohcy requirement.. will vary considerably among facilities;

in the matter of staff conduct for ‘example, some facilities will find that their _programs

" and pchents are best served when relationships between staff and patients are formal and

- patients are oddressed as "Mr.’" or "'Mrs.,"” or. ""Miss,"’ while other programs are better

served when staff and patients are on a first-nume footing and interaction is informal.
The subjects whxch sh\uld generully be covered by personnel policizs include:

1. Employment proce_dures

a. Authorrty for hrrmg ond firing.
b. Administrative requirements.
G Avculobrlrty of job descrrpuons for each posmon

. Operotrnq pohczes

Probationary period and pariodic evaluation.
Conduct and general regulations.
Hours of work, holidays, vacation, leave.
Laundry and uniforms.
Promotion policy.

-Grievance procedures.
Disciplinary action.

. Employee representation.

Fampapoa

3. ,.:'ch_es‘ and benefits

a Sclcry plons, | '
b, Method and period of poyment
" c. ‘Fringe benefrts (insurance, health care, etc.).
4. Meals, heusing, transportation, etc, - -

3%
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Clearly written job descriptions ase essential to effective utilization of staff. Such
descriptions guide the staif in the performance of their duties and provide a uniform basis

for supervision. '’A simple outline which has been found useful for writing job descrip-

tions in social agencies includes: (1) description of the position; what the position is; to
whom the person is responsible; (2) duties and responsibilities; (3) qualifications; (4) re-
lationships.’’8

Salary ranges should be established by the facility for each position and each staff
member should be informed as to his salary range and the basis for pay raises. Opportu-
nities for advancement to more responsible positions should also be explained.

Each staff member should have the benefit of appropriate supervision of his piofes-
sicnal activities. The supervision should be of a quality which contributes to the staff
member’s occupational and personal development. A formal conference between the su-
pervisor and the member should be held at regular intervals to review job performance. A
written summary of the conference or a rating scale should be entered in the personnel
file. The importance of a formal conference should not overshadow the more meaningful
and instructive approach of evaluation and assistance provided through informal discus-
sions on an ongoing basis. The supervisor also has an obligation to the facility to take
corrective action as needed.

To the extent to which changes occur in conditions upon which the persornel policies
are based, it is necessary to review established policies. The frequency of ieview, then,
is determined by how often policies and job descriptions need to be changed to keep them
appropriate and useful. While the staff committee and other factors described above will
make a substantial contribution to the review, much depends upon the degree ts which the
chief executive is sensitive to and aware of the needs and attitudes of the facility staff.
Formal avenues of communication provided by committees will not suffice; they must be
supplemented by informal communication and empathy. The morale of the staff will be an
index of how successfully the chief executive is maintaining realistic, appropriate, and
meaningful personnel policies.

8 Ray Johns, op. cit., p. 80.

-34-

e W AT S -

.

,
|
i
i

o A T N by e i W Sk S L e g B ety e P o

SRR v

G S it et PO

e

s

WL T T TR ST e e

4% 1 [ AT A N




BRI W IR A e = = -
et P o = .

V. RECCRDS AND REPORTS

PRINCIPLE:

The rehabilitation facility shall maintain accurate and complete records and prepare
and distribute reports necessary to achieve its goals.

Records and reports are an essential element of professional service, adainistrative
control, and legal responsibility. The extent to which records and reports are develcped
and maintained is directly related to the quality of services, organizational effectiveness,
and accountability of the rehabilitation facility. Becords and reports may be divided into
two gioups—clinical records and administrative records. The former are essential to the
care of the patient and, in &ddition, permit a review of the quality of services and results.
Clinica! records also are indispensable tools for research and education. Administrative
records aid reports provide a basis for policy making, program management and control,
public relations, and accounting.

STANDARD A.

The rehabilitation facility shall establish, maintain, and utilize clinical records and reporting
systems to meet all applicable professional, administrative, and legcl requirements.

1. A central paiicnt record for each patient admitted to the facility shall be prepared and
maintained so as to communicate clearly, concisely, completely, and promptly.

2. Completed patient records shall include:

Patient identification data.

Reports frozi referring sources.

Pertinent history, diagnosis, rehabilitation problem, goals, and prognosis.

Designation of patient’s program manager. :

Service referrals.

Evaluation reports and treatment plan—

(1) From each service unit evaluating the patient.

‘(2) From « staff conference of the service units involved.

g.‘ Signed clinical and progress reports from @ach service unit as required by the program

e a0 o8

_ plan. :

h. Reports from outside consultation and from laboratory, radiology, orthotic and prosthe-
tic services, etc.

i. Significant correspondence pertinent to the patient.

j. Signed pctient release forms.

k. Record of untoward events,

1. Discharge report, including summary statement, disposition, and referral.

m. Follow-+p reports. “

3. Each professional service unit shall maintain « worksheet for each patient zeceiving serv-
ices within a unit.
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4. Statements of professicnal judgments or of services provided to a patient shall be signed
by the person qualified by professional competency and official position.

S. Patient records shall be maintained on a consistently current basis, with reports of unto-
ward events transmitted immediately and recorded within 24 hours of occurrence, clinical
information recorded within 48 hours of the event to be reported, and discharge summaries
recorded within two weeks following dischorge.

6. Reports based upon patient records shall be authorized by the patient or his legal repre-
sentative for transmission to individuals and agencies as appropriate (o the extent and
type of their responsibility for the patient's welfare.

7. Appropriate safequards shall be applied to protect confidential records and to minimize
the possibility of loss or destruction of records.

a. A registered medical record librarian or other qualified staif member shall be responsi-

ble for central patient records.

b. Access to patient records shall be limitod to the professional staff providing direct
service to the patient, plus such other individuals as may be administratively author-
ized.

c. An appropriate indexing and filing system shall be maintained for all records.

d. Appropriate controls shall exist so that the locaticn of ail patient records will be known
at any time.

e. Records shall be stored under lock, and where there is maximum protection against fire
and water damage and other hazards. . ——— R —

8. Records shall be retained for a period of time consistent with professional, administrative,
and legal requirements.

The desircble qualities of a patient record are largely self-evidentin the terms ‘/cleor,’’
"concise,’’ ''complete,’’ and '‘current.’’ Some elaboration of ‘‘clear’’ may be needed be-
cause it refers to both technique and substance, - The technique of reporting should be
such that sentences make sense. The necessity for the reader to aitempt to guess what
the writer is trying to say defeats the purpose of the communication, Lengthy reports re-
quire particular forethought; they should be well-organized and convey the message proper-
ly. ''Clear,’’ when it refers to the substance of the report means that there should be
clear distinction between fact and opinion. Reports should be objective. Information
which is subjective should be so designated. It is desirable, generally, to report data by
method or source, evaluate the data, and state the conclusions or recommendations which
are drawn, '

The significance of records and reports has led some recognized national organiza-
tions to establish a variety of recommendations concerning their preparation and mainte-
nance. In addition, varipus staies have legal requirements relative to medical and other
reports. Such recommendations and requirements constitute minimum standards for clini-
cal records and reports.
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A central patient record should be prepared for each patient admitted to the facility.
This central patient record should be kept in a central or consolidated file. Each record
shouldinclude at least the items listed under Standard A-2. Qualitatively, the items listed
should substanticte the evaluation and diagnosis, tzeatmeni plan, treatment procedures,
and discharge decision recommendations.

Patient records are very similar to medical records, with the additional requirements
which reflect the interdisciplinary character of rehabilitation: the evaluativn report from
each service unit evaluating the patient, the treatment plan based on a staff conference of
the services involved, and periodic progress reperis and re-evaluation.

While all essential data should be locatcd in the central patient record, each profes-
sional service unit should maintain worksheets for each patient to record information
which is of value only to the specific service, such as daily attendance, raw scores of
tests, and similar data. The term ‘’worksheet’’ is used to emphasize that departmental
reccrds should not be asubstitute for the central patient record. The central record should
receive first priority in the recording of patient information,

The patient’s record should include some assurance, in writing, that services 1ecom-
mended and planned for the patient have actually been received by him at the time stated.
Such assurances may be in the form of the signature of the staff person rendering the serv-
ice. The procedure of having a record countersigned by a qualified individual who has an
official position in the facilily is also necessary to protect the facility in instances where
professional judgment expressed in a record may be challenged. Demonstration by the
facility that qualified professional individuals are responsible for the content of patient
records will help to establish that the facility is providing services based upon high levels
of competency.

Because of the wide variety of professional skills focused upon the individual patient
in a rehabilitation setting, the effectiveness of the total effort is closely associated with
the ability of the professional staff to communicate accurately end appropriately with one
another in their day-to-day activities. The uppropriateness of the communication has sev-
eral dimensions, including the method, form, and time. The method of communication
ranges from informal verbal messages to legal documents. The form ranges from collo-
quialisms to technical jargon and symbols. The time varies both in immediacy and in fre-
quency. Obviously, it is impossible to delineate appropriate communication for every ac-
tivity in the rehabilitation facility. In general, communicction should be both prompt and

‘clear, especially in instances of emergency. The proper personnel should be notified im-

mediately when an accident or other untoward event occurs, with the proper form or writ-
ten summary completed within 24 hours. Infbrmqtion concerning clinical procedures or
occurrences should be entered into the record within 48 hours of the event to be reported. -
Some procedures, such as comprehensive psychological testing, will be exceptions; how-
ever, they should be completed and repoited before the period when they are of greatest
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value to ti.v progiam lapses. Discharge summaries should be recorded within two weeks.
Inquiries from other agencies and interested parties should be responded to promptly.

Records instituted in the facility for the patients’ care and treatment are the property
of the facility. Provision for their use and protection is required. The recordkeeping
system should be in the hands of a registered medical record librarian or other staff mem-
ber who may be qualified as a registered medical record technician by meeting the require-
ments of the American Association of Medical Record Librarians (see appendix V). Lack-
ing such qualifications, the staff member should at the minimum have attended a record-
keeping institute and have a minimum of one year's experience. Small facilities whose
recordkeeping requirements do not warrant a full-time medical record librarian should
make arrangements for at least periodic review of the recordkeeping system by a quali-
fied individual.

Access to patient records should be limited to the professional staff providing direct
service to the patient, plus such other individuals as may be administratively authorized.
Patient records are confidential, representing communication of a privileged nature. Per-
sonal information should not be extracted from the patient’s record for outside personnel
unless there is a signed release by the patient and approval by the chief executive or its
release is legaliy authorized. Unless otherwise legally required, such information should
be limited to that which is appropriate to the extent and type of responsibility which out-
side individuals and other agencies have for the patient’s welfare. Impersonal information
—such as data to be included in summary reports or research data which does not present
idenii#y:ng information—generally does not require signed patient release.

The usefulness of records should not be negated through haphazard filing and careless
storing. Records should be kept in locked metal filing cabinets, or in drawers in a room
which can be locked; they should be safe from fire and water damage and other hazards.
An indexing and filing system which is efficient and appropriate to the needs of the facil-
ity should be maintained. A sign-out system or other means of control should be in effect.
The retention of records and reports should be guided by professional, research, adminis-
trative, and legal requirements. An appropriate policy should be maintained so that files
are not indiscriminately retained nor prematurely discarded.

STANDARD B.

A patient record committee, composed of professional service unit representatives and respon-
sible to the chief executive, shall be established. The committee shall:

1. Reqularly review, at least once every 4 months,. an oppropriate sample of the patient rec-
ords to measure their adequacy and fulfillment of recordkeeping requirements.

2. Regularly review, in no event less than annually, the policies and procedures concerning
patient records and reports, and make recommendations which shall be considered by thie
chief executive.
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The quality of patient records should be judged by the professional services which
contribute to the records and use the records. A committse representing the various pro-
fessional services should meet regularly—at least once every four months, In smaller fa-
cilities, all central patient records should be reviewed and measured as to their adequacy
and their fulfillment of recordkeeping requirements. The patient record committee should
also review at least annually the policies and procedures concerning records and reports,
and make recommendations to the chief executive. The chief executive should review all
recommendations and discuss their disposition with the committee.

*
- ¥ oot

" -a T
e e e e e

PRI
Sy

N
-~

STANDARD C.

The rehabilitation facility she'' establish, maintain, and utilize administrative records and
reporting systems to meet all applicuble administrative and legal requirements.

1. Administrativerecords and reports shaH be developed to guide the operations of the facili-
ty, measure and communicate productivity, and reflect the facility’s status. They shall
include: ‘ '

- e 2 g " c
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Minutes of governing body meetings.

Minutes of administrative and professional staff meetings.

Personnel records.

Fiscal records and reports, including payroll, purchasing, and financial statements.

Statistical records describing the operations of the facility. : |
Correspondence file.

Safety, fire inspection, public health inspection, and related reports.

|9 a0 DA

2. Appropriate safequards shall be applied to protect confidential administrative record's.,

d. Accessto administrative records shall be limited to individuals authorized by“the chi§§
executive, ' '

S e roaritu oA S e S S

b. An appropriate filing system shall be maintained.

c. Appropriate controls shall exist so that the location of all essential records will Ly
known at any time. : "
d. Records shall be stored under lock, ard where there is maximum protection against fire

and water damage and other hazards. | : 2

3. Records shall be retained for a period of time consistent with piofessional, administrative,
and legal requirements.

Administrative records and reports are needed to provide control and give direction to ! |
the activities of the facility as well as to satisfy leqal requirements appropriate to its Zi
status. Little is unique to the rehabilitation facility in the development of such reports, I
other than the description of the facility’s operation. Mott has described the dimensions |
appropriate to reporting the activities of the facility.® In outline form, they are as follows:

9 Basil J. G. Mott, Basic Accounting Procedures and Cost Accounting, Budgeting, and Statistical
Procedures, Chicago: National Society for Crippled Children and Adults, 1960. Chapter 1V.
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ueusuros of performance
ny

\\

a. Numbar of patients treated.
b. Unit of service prqvnded
¢. Results obtained.

Measures of characteristics of patien’s

a. Medical.
b. Socio-economic.
c. Demographic.

Analyses of financial information

¢, Income.

" b. Expenses.

Definitions of productivity on a departmental and individual level

Of particular importance is the annual report which in most instances, is the major
source of information about the facility for the public at large. The annual report should
clearly state;

D U b WA

.

Objectives of the facmty |

Nature and extent of the program.
Information concerning staff and volunteers.,
Composition of the governing body.
Commumty and mtemgency relations.
_Financial status.

o S : S i - ’ ‘
- Standards pertqining to these areas have been developed by the National Health Council.®

!

10 Nouonul Health Coum il, Accounting and Fincmcxal Beportmg Pmcedures for VoLmtury Heulth

Agencies, N«w York: hnpter V.
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VI. FISCAL MANAGEMENT

PRINCIPLE:

The fiscal affairs of the rehabilitation facility shall be soundly managed and legally
proper.

The very existence of the rehabilitation facility depends on its financial viability.
Unless its fiscal affairs are soundly managed the facility will not be able to stay afloat,
much less to guarantee services in keeping with its goals. Fundamentally the fiscal man-
agement of the rehabilitation facility does not differ greatly from that of any business or-

ganization.  Basic requirements are: {1) efficient and effective recording, reporting and -

control of eamings, expenses, assets, and liabilities; (2) collection and reporting of sta-
tistical data; {3) determination of costs of services and activities, some of which are
unique to rehabilitation; and (4) preparation of budgets. To assure soundness of method,
professionally acceptable accounting practices should be employed. Legal requirements
must be met, and should be exceeded wherever superior fiscal management will result.

STANDARD A.

The financial operations of the facility shall conform to legal requirements, and be based
upon sound financial planning and prudent management of capital, operating income, and expendi-
tures. ‘

1. Accounting practices which are in accordance with generally accepted accounting proce-
dures appropriate to the facility shall be employed.

| 2. The facility shall operate on an annual budget. The budget shall:

a. Reflect and anticipate the facility’s needs and resources in‘realizing its goals.

b. Be submitted to and approved by the governing body.

c. Be used, during the year covered, as a yardstick to assess accompliskment of budget-
ary goals. | ‘ "'

3. The financial operations of the facilityv‘shull be audited annually and fully attested to by
a qualified accountant—preferably by a certified public accountant independent of the fa-
cility—and submitted to the goveming body.

4. Fiscal reports shall be prepared and communicated to the governing body at nv less than

' quarterly intervals, and additionally as needed. :

5. Fiscal reports shall be preparéd and communicatad té the facility’s public at least annu-
ally. '

*

‘The legal requirements concerring the conduct of business vary from state to state;
they constitute minimum levels of operation. The rehabilitation facility should stipulate

- additional requirements as indicated for superior fiscal management. - The ur.e of profes-
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sionally acceptable accounting practices is essential., Several systems of accounting
have been described elsewhere.!! It is expected that whatever system is adopted will be
based on the reeds of the facility and that the simplicity or complexity of the system will
be related to the degree of control required.

The annual budget is an instrument used to analyze past accomplishments, control
present operations, and guide program development and planning. The factors involved
in preparation of the budget have been described elsewhere. 12 Essentially, the budyet
should reflect and anticipate the facility’s needs and resources as they relate to the real-
izations of its goals. The preparation of the budget should involve the active participa-
tion of the department chiefs. The governing body must approve the master budge!. As a
tool, the budget should not be used in a completely rigid, nonadaptive manner. If unanti-
cipated factors develop, major budgetary modifications should be submitted to the govern-
ing body for approval. However, the greater the departure from the original budget, the
less useful the budget is as a controlling device. Periodic comparison of the budgst as
formulated with the actual income and expenditures provides a means of measuring ongo-
ing facility performance.

The financial operations of the facility should be audited annually by a qualified ac-
countant or recognized accounting firm in good standing in the accounting profession.
Preferably, a certified public accountant should conduct the audit. To help assure im-
partiality, the accountant should not be on the staff of the fuczhty. In governmental fa-
cilities a unit of the government may conduct the audit, but in such instances the ac-
countant should be administratively independent of th- facility.

Fiscal reports will require transmittal and presentation to various groups, according
to the nature and obligations of the facility. Examples are.the governing body, community
fund budget review committees, prciessional organizations, and the general public. The
frequency of such reports will vary according to the size and other characteristics of the
facility, but should not be less than quarterly for the governing body nor annually for
other groups. Reports should be presented in such a manner that they clearly and accu-
- rately reflect the operations whxch are bemg fiscally cnalyzed and do so in relatmn to
the program’s goals.

11 Basil J. F. Mott, Basic Accounting Procedures and Cost Accounting, Budgetin iund Statistical

Procedures, Chicago: National Society for Crippled Children and Adults, 1960.
American Hospital Association, Bookkeepmq Procedures and Business Practxces for Small Hos-
pitals, uhxcagw 1956.

127, 8, faiiegrezza, ""Financial Stracture and Budgeting,’’ in The Planning of Rehabxhtatxon Cen—
ters, Washington, D.C.: U. S. Department of Health, Education, and Welfare, 1957,

.42.

#f]

S PR ]
e T T S L
. T e, - =

o

T N T LA S e




Mg e " Ay et
i e o AR NG TR E »

- STANDARD B.
The facility has the responsibility for maintaining its financial solvency through such means
as setting and collecting fees, and obtaining endowments or other private or public support.

1. The facility’s schedule of fees shall be based upon adequate knowledge of the costs of
its services,

|
5
B 1 2. The facility’s schedule of fees shall be available in printed form to the facility’s pubiic.
32 3. The facility’s schedule of fees shall be applied to each patient fairly and equitably.

4. The facility shall not split fees with other agencies or individuais as consideration for
referral of patients.

Regardless of the type of ownership, financial solvency is an obligation which cannot
be neglected unless the facility is to discontinue operation. Even governmental facilities
must demonstrate financial responsibility or risk a reduction or cessation of public support.
As a matter of principle, heavily endowed facilities or those with ample sources of in-
come are responsible for economical and efficient use of funds in carrying out their ob-
jectives., On the other hand, facilities in straitened financial circunistances are not justi-
fied in using this condition as an excuse for applying shortcuts which result in a below-
standard program. It is better to eliminate a servics and reduce the gcals of the facility
than to stretch resources to the point of inadequate coverage. The facility has a respon-

sibility for setting and collecting fees in order to stay in operation, as long as its rehabil-
itation goals are being met.13 After the schedule of fees iequired for financial solvency
has been determined on a sound accounting basis, there should also be evidence that the
facility has considered the effect of its actions upon its moral obligation to extend its
services to as many persons as it reasonably can. In particular, some provision should
be made for those, who, because of limited means, are not otherwise able to receive serv-
H ice. The facility should seek some resource, such as private or public financial support,
1 to make up the difference between the fees incurred and the patient’s ability to pay. This
does not necessarily require that the facility conduct a fund drive, but rather that there be
effective utilization of community agencies and other sources of support for the facility’s
prograrn,

Thke referral of patients for services should be guided primarily by the rehabilitation
needs of the patients, rather than the fincncial reward to the agencies involved. It is
therefore improper for the facility to split fees with other agencies or individuals as a con-
sideration for referral of patients. The decision as to where the patient is referred shouid

" be directly related to such criteria as determine which rescurce best meets the patient's
rehabilitation needs. | |
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13 Prederick Weiner, ''Experimental Fee Structure Based on Dlrect Cost of Service,\"' American
Personrel and Guidancg Journal, 1963, 51 (5) 448-449.
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STANDARD C,

Fund raising activities ‘of the facility shall conform to the Standards of Fund Rmsmg Prac-
tices for Social Welfare. Organizations, established by the National Social Welfare Assembly.

i}

When the facility engages in fund rtnsmg, it should adhere to the standards set forth
fn the "’Standards of Fund Raising Practices for Social Welfare Organizaticns.’’14 All
fund raising campaigns and cictivities should truthfully represent the objectives, program,
and performance of the facility, and must be ethically conducted.

STANDARD D.

The facility shall have an adequate risk protectlon program to preserve the assets of the fa-
cility and to provide reasonable compensation for the staff, volunte?rs, patients, and the pubhc as
may be required for untoward events for which the facility is financially liable. There shall be at
least annual review and evaluation of the needs for insurance and the types of protection offered.

The variation of msurance requlrements from state to state requires each rehabilite-
tion fucxhty to be in contact with the State Insurance Commissioner concering workmen’s
compensation, malprachce, and other types of insurance applicable to the facility. As in.
the instance of other legal requirements, these constitute minimum standards, and it is the
responslbxhty of the facility to develop a risk protection program adequate for the preser-
vationof the assets of the facxhty and for the reasonable compensation of the staff, volun-
teers, patients, and the wubhc who may ve casualties i in situations for which the facility
is financially liable. The risk pmte&.tmn program of the facility should be reviewed at
least annually by the chief executxve and a quvhhed adviser to make sure that the poh—
cies carried provide the amounts and types of protection needed. The adequacy of the
risk protectmn progn‘um is the ultimate responsablhty of the governmg body.

STANDA RD E.

* When the facility opemtes a sheltered workshop, it shall conform to applxcable legal require-
~ments and so\md business: practices computlblu: with its goals, . o

S % 'l‘he workshop ‘shall hold a sheltered wotkshpp certificate from the Wage, Hour, and Public
Contracts Dwxsxon oi the U. S Department of Labor, unless it is a govemmental unit.

2. The workshop shall avoid unfmr competition with other workshops and/or commercml or-
'gdnizatlons in’ sellmg its servxces and products. '
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3. The wages paid in extended employment sh&ltered workshops shall correspond with those &
which are paid for comparable levels of productivity in private industry. |

4. Copltul expendit’ilre.s; and other nonproduction costs shall be financed by sources other
than the direct results of patients’ work.

5. The works'héﬁ shall have a business manager who has a background in business proce-
‘dures, concepts, and techniques of bidding and who ‘shall be responsible to the workshep
supervisor. : :

When the facility operates a sheltered workshop, appropriate leg‘ul requirements and :
sound business practlces compatible with its goals should constitute the minimum stand- . !
ard. Except in the case of governmental units, all sheltered workshops must hold a shel-
tered workshop certificate from the Wage, Hour, and Public Contracts Division of the U.§.
Department of Labor. In addmon to meeting all federal and state wage and hour regula-
tions, all workshops shoild strive to exceed minimum standards. Government-sponsored
‘workshops should not use their exemption as a mecns of aveiding their obligation to meet 4
prescribed standards for payment of wages.

The workshop should not engage in unfair competition with other workshops and/or
commercicl organizations in selling its services and products. As in the rehabilitation of i
the disabled individual, the workshop should build its program on the basis of its strengths 4
rather than ask for special consideration because of its handicaps. The practice of under- | |
cutiing the bids of other organizations at the expense of work that is below specifications |
is unethical and self-defeating. In communities where a large proporticn of the labor force N
is unionized, it would be well for the workshop manager to establish good relationships 3\\1
by providing unions with an understandm of the pnnc1ple and goals of the sheltered work- i
shop. »

| NiZon
L "’%V\;c; susx T

For purposes of discussion concerningremunerstion of patients i sheltered workshops, | ¥

a distinction may be made between the extended employment workshop which offers long-

term work to handicapped individuals and the transitional workshop which concentrates
on evaluation and therapeutic services. In thié former; the remuneration should be commen-
surate with the productivity of the patients at the rate established by local private indus- :
try. Such professional services as are provided in these programs should be financed by
- sources’ other than the patient’s production. The patlent should receive what he earns,
less direct production costs. ¥y

~In the trunsitional sheltered wotlc$hop, the patient should be paid at a level cdmmen-
surate with developing and maintaining the motivation epproprmte to the geuls of the work-
shop, dnd i in rio event less thun legally penmtted
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“fhe physical plant of the rehgbilitation facility shall be such that its size, location, E
and construction promote the fulfillment of its goals and protect the safety of its clientele ' A
and personnel. _ | . | o It
: i

-

_ """Physical plarit’’-refers toithe-pbysicul structure, its location, and its equipment.
" “The physical setting of the rehabilitation facility ‘is determined in relation to all- other )

) _element_s: institutipnal gouls, organizational structure, clign'sie, personnel, and services.

' ! * It is the material property, the identifiable-spatial unit in which.'rehi‘xbilitation ‘treatment
and training of the handicapped, disabled individual takes place. It houses personnel and
equipment and is designad to effect optimum restoration and adjustmient of the individual

.. _pctient in accordance with his_problems and needs.
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The physical plant and equipment of the rehabilitation fac-ility shall ‘meet all applicable legal
requirements for construction; safety, and design. ' ‘ "

ucpn g1t woy A g et EANTN S AN S - N
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(TN & IR ) S R J . 4 O i o | .
ek ‘5 - [T PR A St F I S oL . M . )

lt need hardly be emphasized that r'e_hubilitat'ion facilities 'must conform to all laws-- -
federal, state, and local—which relate to them directly. With respect to ‘'physical plant and -
equipment,’’ this means conforming to health department requirements, safety r¥gulations,

.. building codes, zoning ordinances, and other legal acts which pertain to construction,
safety, and design. In short, if the law is there, the rehabilitation facility must obey it un-
less there is sbt_md justification for seeking legal exemption. ' .

I
b

. K
%
X
L

" In addition to the obvious legalistic conformity required of the rehabilitation facility, =
there is a moral obligatibn for it to conform to statutes which are permissive in nature, but
which suggest desirable standards of construction, safety, and design. The rehabilitation
facility siisuld exceed minimum legal sanctions in matters significantly related to the suc-
cess of the program and the welfare of the patients. 1% |

" 15 A basic reference to construction specificaticns is, American Standards Association,  American
_Standard Specifications for Making Buildings and Facilities Accessible to _and Usable by the
Physically Handicapped. National Society for Crippied Children and Adults, Inc., Chicago, Ill.
T961. A complete biblicgraphy is available from the U. S. Department of Health, Education, and
Welfare, Selected References on Design of Facilities for Long-term Patients, U. S. Government
Printing Office, Washington, D. C. 20402. October 1963. ' o
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'ngNDARD B.

'I‘he physxcal plant and equxpment of the rehabnlitatxon {ac:lnty shall meét recogmzed staud»
ards requued for eqch pmfesslonal ;etvzce" R ‘-'-'~."_~ O T

B

o o et _Av,.?*f e

The staff shall be consulted concerning need for equipment, selection of equxpment, or |

modxfxcatan of facxlit:es used in the conduct of the program. - (In the case of & new facil-

: 1ty which has not yet acqunred staff, mdxvnduals quahfxed by trammg and expenence shall
" be consulted ) '

2. The requu’ements for. safety, Welfare, and insofar us possible, the convenience of the pa-
tients shall be met in the constmctxon and mamtenance of the physxcal plant and the equ;p-
ment. ' '

- -

| T a. Wntten plans and regulatxons covenng dzsaster, evacuatmn, and safety measures shall
. be made gvailable tc all staff personnel. \

'b. Emergency fire drills shall be held at’ four-month mtervals, as a minimum. ’ ’

-

' .
-
- »

Some recognized professiondl organizations have establish_ecl standards for physical
~ plant and equipment—just as they have for personnel qualifications and for records and re-

ports. Where these standards are relevant, they should be accepted as minimum require-
ments, Ultimate responmblhty for determining standards.and providing propes physxcal
 focilities for a professmnal service rests with the governing body and the chief executive,
* buttheir decisions should be based on the best advice obtainabie from qualified represen-
totives of the respective professions. -The practicing expert—better than.anyone else—
knows what he needs to help him do a good job. The governing body should recognize that
any person-involved in the application of @ professmnal service hus an obligation to the
- patient to refuse to apply that service if the application m:st take place under conditions
| which are demonstrably adverse to the health, welfare,and safety of the pauent‘

rd

The professmnal staff of the rehabxhtatmn facility shou d partlc1pate in the peuodm
review of needs associated with physical plant and equipment. This review should assess
those needs as'they relate to the basic patterh of integration and coordmatmn of services
within. the facility, and not as they relate to isclated service functions, The physical
plant ard its equipment should be viewed as a mecharnism-for bringing together diverse
professional speciaities for the application of a pro;¢.ia to a person in need of being re-
habilitated. To the degree that the physical surroundings reinforce this focusing of serv-
ices on the individual patient, they are efficiently supp;orting the rehabilitation cencept.

In addltmn to meetmg leqal and professional requirements, the physical plant of a re-
habxhtatmn facility should be designed primarily to meet the unique needs of disabled,
~ handicapped individuals. Barriers to the patient’s self-care should he eliminated insofar
as possible. The general atmosphere should enyjender a feeling of vitality. In other words, °
the setting should contribute to a therapeutic environment. Many individuals live a signi-
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ficant pox‘txon of their hves ina rehubrhtutron facrhty It is essentrql that therr surround-
ings be not only physicullycomfortable but psychologxcully and’ oesthetrcally nppmprmte.,.-
When plcms for a new !acrhty are being mcrde, it would be well to survey the puhents of a
o 'aumlur facrhty to qet therr 1deas and recommondohons. S i e e
W}ule professronal services are central to the operutmn of a rehdbrhtutron facility,
- - - much that tekes place within its walls does not relate ‘directly to professionul qétivity. .
" . Such factors us' uccessrbalrty, ventrlutron, heat, light, cheerful ‘and functional interior dec- -
oration, cleanhness, sanitation, persondl convenience, “and many other factors are indi-
_rectly yet significantly involved in the proper .application of services.!® Related stapd- - -
~ ards and-their application should be the  responsibility of the chief executive or his desig-
" nate, In all instances the person or persons who must make Judgments relative to conven- -
ience and welfare should seek the best advice obtainable, Lines of communication with
‘the personnel involved in tasks. ussocmted with these minimum stunddrds should ‘be kept . f"

as open as possible. Practrcal suggestmns for 1mprov1ng convemence and welfare often
originate with them. - S
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% - .Emergency plans should cover dll types of possibilities from natura} disasters to 3

; monmade catustrophres. They should be coordinated with community and state efforts, A E
A desrgnuted staff member should be responsible for keeping the facility’s plans up to date - £
B 4

] and for keepmg the statf and puhents me'med of and prepured for emergency procedures. 17 1

J | Emergency fire dulls should be conducted at least three times cmnually If the fucrh- i
g ' ty has more than one shift of einployees, this applies to all shifts. Patients need not be ;

i involved in the drill, but the kinds of difficulties presented in the evacuation of patients - vﬂ

- with various disabilities should be included in the drills to provrde the stuff with the prep~. :
. aration necessury for an uctuul emerqency event :

goie S

R

AL AR

A AT AT R e
y .

S S— ——

16 Specifrcatrons for each of these factors are presented in the Survey Form for Rehabilitation Cen-
tars cnd Facilities, : , S .

17 American Hoepitul Association, Princ_ip‘les of Disaster Pldnninq for Hospitals, Ch-icago: '1956.
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 APPENDIX 1.

" INGIVIDUAL ARD FACILITY PARTICIPANTS

) - - An undertakmq of the sizé and scope of this. pzolect would have had minor results and

1

. 1

- and. significance: were it not for the assistance and coopemt;on of many 1nd1v1duals and - ] }
organizations. The ARC Research Committee, listed on page iii, had overall policy direc- o |

. -tion for the project - and final responsibility for recommenduhon of the standards-maerial - ]

. to the rehablhtanon -commumty

Advxser-consul&unts were appomted eurly in the study to estabhsh close communica-- -
el tion with the basic professional disciplinés {epresented in rehabilitation facilities. To-
A "+ gether, the adviser-consultants served as members-of a multldzscmhnury committee to ad-
vise the project staff on all phases of the’ study. In this édpacity, the advisers: helped
synthesize the recommendations of professional groups and provide overall balance and
perspective to the material as it was developed. Individually, each adviser-consultant :
served as the chairman of a subcommittee. The original subcommittee reports are repro- .
duced in appendix II. The members of the committee of adviser-consultants are listed '

'below. S : - . ‘ .. . L B , S | . f.%,{j

Leorard Diller, Ph.D, (Psychologlcul Services) o - Iy

Oscar Kurren, M.S.W. - (Social Work Services} L e

; Frank M. Lassman, Ph. D. (Speech and Hearing Services) : N ' '
‘Basil J. F. Mott ~ (Management Services) ' . T

~C. Esco Obermann, PH.D "(Vocational Services) =~ L
~ James W. Rae, Jr., M.D. ~ (Medical Servxces) - ' B

. . . - . N
S T ol I S AN A ey s e Qe o N T e T Tt
e e iael Ik i P LA i R el T i e G
L ..mu. Ji ROt Sl Dl E AL RO T e P e T U ~

. N . -

v '
: }3:‘ e
' % Eleven rehabxhtutmn facilities were asked to participate in the Standards Projectto = - -
§ provide a testmg gtound for critical evuluatxon of the standards and a source of 1nforma- - ’
§ ‘ tion to describe exemplar} practices. '

The fucxhues were selected on the basis of two fuctors (1) estabhshed reputahon as
outstanding rehabilitation facilities: and {2) diversity in size, ‘type of program, adminis-
~ trative setting, and location. The administration and staff oi the facilities were unfail-

ingly helpiul in the study. The purhcxpuung facilities were:

Inshtute for the Crippled and Dlsabled
New York, New York

Institute of Physxcul Medlcme and Rehublhtanon
Peoria, illinois

3 - e BT

e
£ ey z""f e et
v

o Profeseional cffiliat.ioxis_ are liéted for these individuais in their respeetive su&ommittee repods.
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Korser Foundotron Behobdrtohon Center
Volleuo, Coleornm T

Kenny Renobrhtotron Instrtute .
Mrnneapohs, anesota S
llrnneopolrs Hehobrhtotron Center
aneopohs, Mrnnesoto '

‘o .
AL - . '

The Ohio Behobrhtutron Center '
Columbus, Ohio '

Pennsylvomo Rehobrhtotron Center
Johnstown, Pennsylvanro h

-

Behobrlrtotmn Department Jewish Hosprtol
St Lours, Mrssoun

- G. F. Strong Rehobrhtotron Centre
Vancouver, B C., Conodo

Texos Instrtute for Re’robrhtotron ond Heseorch" :

Houston, Texos

»

Younker Memorml Rehobrhtotron Center
Des Momes, Iowo '
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' ‘PRO'FESS[ONAL_SERVICQS“ SUBCOMMITTE’:E n'gpon'rs "

e

LN

The seven professronal sefvice Schommrttees, whose ch‘arrmen are hsted in appen- -

_dix I, were established to .provide: (1) liaison wrth the. basic professronal groups. to be .

" . found ir .ehabilitdtion facilities; and (2) source material for the development of standards

o -for re‘nabrhtatron facrhtrest .The original reports of the subcommittees, with the excep-

- " tion of speech and hearmg, are reporduced here as addxtlonal background materml for the -
standards and to provide a more detarled analysis of ecch professronal servrce than was mcorpo- . o

"'_xatedm*o the broader treatment of iacrhty progroms. ) . - - Lo kR

LI
-

e T
U

S

In the development of the standards, the reports which follow aad othef source docu-
ments ‘were reviewed and- evaluated by project staft, advrser—consu.ltants, and Research.

Commrttee appropriate material was accepted or modified for field testing, and revisions . |
made a$ indicated for final acceptance by the Research Committee. Although many of the: S
" recommendations in the following reports are based on previous studies and clinical ex- - T
. penence, not all were tested for application in rehabrhtahon programs and cannot, there- . o ; '
[fore, be endorsed in their entrrety : . | T
MANAGEMENT SERVICES SUBCOMMITTEE BEPORT L " X
. Chaimen: - Basil J. F Mott Assocrate Professor S §
‘ . - Div. of Public Hedlth Practice - ‘ - o S i
* School of Public Health and Admrmstratxve Med1c1ne | ‘ g
. Columbia University . P o b
New York, New York - | : : ‘1
- . Bertram J., Blaok; Executive Director-
Altro Health and Rehabilitation Services
New York, New York ) g
Williom K. Page, Executive Director
_ Kessler Institute for Rehabilitation ke
4, ' West Orange, New Jersey
* The speech and he‘aring roport is not included as the subcommittee did not complete its assign- ﬁ
~ment. Information about standards in this area can be obtained from the American Speech and r 8
Hearing Association, 1001 .Connecticut Ave., N. W., Washington, D.C. 20006. ' . . I
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L GOALS®

II.

AL A rehabrhtatron center shall have goals that qovern the drrectmn and character of -
o its program. The goals shall .specrfy |

' 1 Its rehabrhtatron objechves in servrng patrents. For example the rehabrhta- |

" tion of orthopedrcally disabled pre-school children for admrssmn to school.
2. The program i it has estabhshed to achieve these godls.

3. Whom it will serve, such as- types of drsabrhtres accepted and age sectarran :

| Margaret E. Peters, Admmrstrator L
-+ Institute of Physical Medicine and Flehabrlrtatron
* .New:York Umverszty Medrcal Center N
Ngw ycrk New York e '--_:'-w::;‘,".:.".: 'x - ’_'.;:u_,';{-‘_'.;__ PR

L
o,
o«

“Charles L., Roberts Adrmmstrator | | . o
Pennfsyh’ama Rehabrhtahon Center - P
Johnstovm, PennSylvaua T T : R

”
¢

‘Y . L .o .
B ARSI R B A SR T S T R U L S Mo MR
. . . R,

TR A SNSRI

and other lmutatrons

- B The qoals of the center shall be central to its Operatron and fully descnbed for s
" the general pubhc third parties and referrmg groups, and for its patrents. To R

" this end, they shall be reflected in the center s pubhcrty, reports, and pohcres SRR

- and procedures. Co : ' ‘

C. The geals of the, center shall be reviewed regularly by its trustees and responsi- L F

* ble administrative staff. Such review-shall be made at least annually and the ger-

“eral pubhc, referring sources, thrrd‘party agencies, and the patients shall be kept
abreast of any modrhcatron of center pohcles within reasonable trme..

D. The center’s goals shall be consistent with its ‘charter. lf the goals-and charter
~ are found to be not consistent, the charter shall be revrsed to reﬂect the goals or
the goals changed to meet the general condrtmns of the charter.

A. A rehabilitation center shall be incorporated in accordance with applicable state
and federal laws, unless it is part of another organization. If it is part of another
arqamzatxon, the parent institution shall be properly so incerporated. This -pro-
vision is applicable to governmen_tal rehabilitation centers only as appropriate,

B. The center shali observe all laws and govanmental regulatrons applrcable to its
operatron. . |

ORGANIZATION

N U T

5 ZHeldnl ¥ Ao 13

SR B Tl n

oy

willepe s

g g o
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* C. The administrative head of the center and other staff members shall not be rnem- '
. ‘bers_of the board -of directors, except when it is- fully justified on an ex ofhcxo
- basis, .so0.ds to_avoid any “potential confhct between their role as’ “staff and-es”
.. - Araslees, The s:onstrmtmn and: b*flaws of the. center shall deime the composmow :
orgnnxzatxon and functxon of the board and all standxng comnuttees. L

1f it is a prrvate agency,*the boatd of dxrectors of the center shall be recoqnxzed
-+ “and function as the' final voice of responsx’mhty “and authanty of the center, un-

less the center is part of another organization, in which case the board of dxrecf .

tors of the parent orgomzatxon shall be such fmal vmce.

If a govemmental agency‘, the- hinhest a‘uthority’to 'which‘the cen'te'rris responeia' 4'
ble shall be recognized and functxon as the frnal voice of responsrbxhty and au-
’honty of the center. . ot SRR

The' board oi' trustees (or other authority as defined above) shall be responsible
for engaging such personnel ds are required to carry out the goals of the center,
In fulfilling this responsrbxlxty, the board shall appoint an administrative head
who is responsible io it, to whom is given full authority for planning and exe-

. cuting a center program designed to fulfill all goals of the center,and to whom all
. staff is responsxble. It should be recoqmzed that the authority of the administra-

tive head is derived from the nature of his responsrm.lrtxes to the board rather;.'

, than from hrs individual qual ncatxons. L

The center shall have a statement of and an organization chart describing its
organization and the function: of its depurtments and other unzts, mcludmg all in. ,'

' terdepartmental and other cornmxttrae

Funcdon of all committees shall— be carefulldy. defined so they will not conflict

- with individual staff responsxbllwes or cause duphcatnn of efforts or cross pur-
| poses. T

' Ad'visofy committees of the center shall not make or execute policy.” They may
. recommend policy and procedural changes, as in the case of a medical advisory .

committee, but proposed policies must be set and approved by the board of direc- |
tors in order to become effectlve. | " :

A major responsrbxhty of a center is to 1nform the pubhc, 1nclud1ng patxents re-
ferring groups, and third arties, of its role in the ‘community, including its objec-

~ _tives, services, and performance. The entire staff has ongoing responsibility for

carrying out the public relations obligations of the center, by virtue of group loy-

" alty, and understanding of the center’s basic goals and program objectives. The
. presentation of the center's ob)ectxves program, ond performance to the public |
~ shall be truthful Thxs applxes to all verbal communications. as well as written
' materrals. . ' '
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\ III SEBViCES .A‘f"j: R | S e ’;': ) N

. RPN A The center sholl provrde of hove ovorjuble to it the servrces needeo to attain the ‘. S
ST e '_-; qocls thut it ho“s-estabhshed (U!etermmutron of the: kmds of sarvices. requrred foo s v e
== . meet purtrculor rehabilitation gools is a question to be answered by the.other sub- R
.. ... committees of the <=tond<rrds Pro)ect) The center: shall obtorn the odvrce needed o
...to.determine what services are essential to meet its ‘goals and to deternune the ,
g competence and. quohhcotrons requrred of sto{f to. provrde these servrces.

.‘._
t

TEd
IR
1)

}5‘ .

2L
vy,

=

B The center sholl hove an odnussron pohcy ond an 1mplernent1ng procedure whrch
" -~ . establish clear criteria for admission, Such crrterro sholi be derived from the cen-
r ter's gouls and. serve to. nnplement them. The odnussrons pohcy and procedure o
SN D R - - sha}l be 1ri wrrtmg and sho'll provrde full explonotlon to enterrng potrents of: - e

+
()

= N 2 e, MmN gp g AL B TNt e TR A0 = A £ "mmhﬁwrwmuw Ll
T SR Tl TR~ e e e e S
. - } .\ . - . K4 ; . . :

=4

PSR

1
g

L. .,'Tbev gools of the center-m.servrng .them,_os out'lined .obove,
- 2. How. they will be served. | '
3. Who they can officially tum- to for odvrce and- counsel about. their problems ond
life at the center.

Shadions

alads

N

: 4. The rate of chdrge. - | , 4

I 5. The bosrs on which they will be chorged For exomple, whether they are en- 5.

5 o titled t6 some’ type of thrrd»porty support (e.g., workmen's compensotron, Blue %

~ Cross, etc. yor wrll be granted reduced rates or free service. - 5
| g

N I C. The center hos final. responsibilit)} for the potient's' progrom at the center. This |
' . _includes decisions as to the professional soundness of the admitting diagnosis, ¥

prescrrptron, ond course of treatment. . Acceptonce or professiorial review of the -
diagnosis and prescnptron provided by the referring source is the responsibility
“of thecenter and acceptance of any patients for service within the center must be

_ consistent with the goals of the center. Final determination of the potrent’ s diag- .
nosis, prescription, ‘and course of treatment, or occeptonce of the diagnosis -
and prescription of referring sources, must be made by compatent professional
personnel subject to the authority of the center.- In the case of medical aspects,

"‘"s'uch perso‘nnel' sholl be duly’ recogni"zed ond 1icenSed to pro’cti‘ce’medicine.

T

o W b

D, -The center sholl estohhsh pohcres ond procedures for evoluotron of 1ts patients
and determination of the program. These should provide for collection of all of
the relevant data from referring and other sources ond review of such outside in-
formutron about each potrent P T N SR

| . "E. If services of other ogencres or nonstaff members are used by the center in serv-
. R .. ing the patient, the center shall retain responsrbrhty for the appropriateness and
- | professronol competence of such service. They-shall meet the standards estab-

liﬁshefd-_b‘y “the center for its own servrces and be consistent with the goals of the
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» center nnd individual proqrurn ei the putxent They also : mhcrll be related to nnd
] mtegrated w;th lhe servrces quen at the center. ) :
T F. THe"éenter j;shcll'huve*dn;'aéﬁ’ve‘.'pﬁﬂosbph"yfdf.eril:ohr"dijihq:'iﬁ-t'e‘r:ést' iy the piagrdm .~~~ % -
- and progress of the potient by the referring source, the family and friends, and all
those who might contribute to his rehabilitation. Their participation in estime-
tion: md review- of the pahent' S program shall be encouraged insofar as. it is in -
the pauent's best mterests. The center .also shall keep the referrmg source ad--
equctely mforrned of the program and the progress of the patrent
;o © - G. The center shcll ostabhsh pohcxes and procedures to coordmute the -~ .vices re--
! ' ceived hy the patrtent to insure that evaluation and treatment aie effectxvely di-
T rectéd toward' the goals established for him.” Provision-shall be made for sched-
: f uled re-evaluatron of each case to assess progress of the patient toward the B
%} | goals and to determine his need for possible new pluns,or procedures, . - .
\:; " “H. The center shall assign to each pahent a member of the staff who shall be respon- .. - .
?5%; sible for communicating wrth the patient and seeing that all of the pauen" s needs d
;?,P are understood and considered in the determination and execution of the patient’s _
' g’{ program. The pahent shall be told at the time of admission or promptly thereafter o
_ ? - who t}us person i 1s with- whom he may counsel and comm_umcate at all _trmes. o
| :; . .The center shull estabhsh pohcres and procedures to insure thnt all pctrents re-
- ? ceive the services that have been prescribed for them. These should include pro-
Ew vision for recording in the patients’ records the services ngen and controls to
. . .see that the patients are properly scheduled: and actuully receive’ Servrces for
) ;ﬁ o wluch they are scheduled ' ' |
3&; J. The center shall estabhsh discharge-and follow-up policies and procedures that
e " clearly define criteria for discharge and follow-up. They should provide for ade-
5': quute preplanning to assure that the patient, his family, and others in his com-
o munity are adequately briefed concerning their responsibilities to him. .The pa-
| t%‘ tient should be mformed of any other agencies or groups whose services he may
need to continue his progress or maintain his gains. Necessary referrals to other
i ~ agencies should be made before drschm'ge. Referring sources such as the fami- . _ ‘&
Al ly physician and third-party agencies should be p.operly informed of the patient’s | ok
s ;r discharge and continuing program needs. The center is also responsrble, for a \
o reasonable time -after dxschurge, for 'maintaining.contact with the patient and for -
25, uscertammg whether the pahent is progressmq or is mamtcmmg hrs gams,
- v PERSONNEL

A The be.rsxc quchfrcahons of the ‘administrative head of the center shcll be an edu-
" cated person with experrence and personal qualifications for direction of a teha-
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| bilitation. Minimum standards shall be a buch.elors degree or its equivalent,
prior administrative experience including the supervision of other people, and
some experience in a health or welfare organization.

. B. The center shull have an up-to-date Stufﬁn‘g table, showing the number c.id the
~ types of positions which are currently determined to be requires to man it: organ-

izational units and effectively realize its goals within the financial resources
available to it.

C. The center shall establish personnel policies and procedures covering:

1. Professional and other qualifications required of incumbents for each position.

2. Mirimum and maximum salary for each position and promotion steps.

3. Hclidays, sick leave, vacation, retirement, etc., to which the employees are
entitled. )

4. Hiring and firing process, including periods of probation, trial, etc.

5. Presentation of employee grievances and review and appeal of personnel ac-

= -+ . .. tions which the employée'wishes reconsidered.

D. The center's volunteers shall meet all of the professional and other requirements
of the positions in which they are used. They also shall be fully oriented to their
positions. When used in nonprofessional positions in departments serving pa-
tients, their work shall be supplemental to that of other staff and only in the best
interests of the patients or clients. The work of volunteers shall be consistent
with the responsibilities of reqular staff. Voilunteers shall always be under the
supervision of the departments or units of the center in which they work. Period-
ic review and evaluation of volunteer services should be made in order to meas-
ure and determine the efficacy and value to the patient and to the center of such
services.

.E. The center shall have complete financial, legal, and insurance advice available
to it at all times. Advisers may be members of the board, but. preferably not, in
order to avoid any possible confli:t of interest. They shall not be staff members,
unless retain~d only for these purposes. Adviser roles may be combinad, provid-
ed the persons so chosen are competent to perform all aspects.

V. RECORDS AND REPORTS
A. The records of the center shall be related to its particular needs.
B. The center shall review, at least annually, all of its policies and procedures per-

taining ‘> records to insure their adequacy and efficiency and to insure appropri-
ate retirement or destruction of old records periodically.

<56~
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C. The center shall prepare accurate and adequate records of all meetings of the
_board of directors and of major staff meetings, and give appropriate circulation to
~ these records. In particular, policy decisions and other major administrative ac-

" tions shall be recorded and disseminated. .

D. Patient records shall be consistent with the fullest needs of the patient, shall
meet the needs of the center in realizing its goals, and shall be completed in ac-
cordance with professional standards for such records. All professional and legal
requirements, such as confidentiality and proper signature, shall be carefully ob-
served. (Reference: Joint Commission on Accreditation of Hospitals.)

E. The center shall prepare an annual report covering program activities and finan-
cial position as well as other appropriate subjects.

F. The center shall prepare for the administration and trustees frequent periodic re-
ports of operations, including progrom and financial performance, using statistical
and other techriques of measurement and analysis. Such reports shall be prepared
at least semi-annually, preferably quarterly or more frequently, according to the
needs of the center. (Reference: Cost Accounting, Budgeting, and Statistical Pro-
cedures for Rehabilitation Centers and Facilities, Basil J. F. Mott, et al., 1960.)

FISCAL MANAGEMENT

A. The system of accounting shall be adequate to the needs of the center and shall
be based on sound principles of accounting. (Reference: Basic Accounting Pro-
cedures for Rehabilitation Centers and Facilities, and Cost Accounting, Budget-
ing, ond Statisticcl Procedures for Rehabilitation Centers and Facilities, Basil
J. F. Mott, et al., 1960.)

B. The financial operations of the center shall be audited annually, and fully attest-
ed to by a recognized public accounting firm in good standing in the profession.

C. The center shall, through preparation of a budget, plan its program for each sub-
sequent year. The center’s needs in realizing its goals shall be anticipated and
reflected in the budget. (Reference: Cost Accounting and Statistical Reporting
for Rehabilitation Centers and Facilities, Basil J. F. Mott, et al., 1960.)

D. The center shall use the budget, during the year covered, as a yardstick to meas-

ure and assess actual, ongoing performance by comparing the budget regularly
with actual performance.

E. The scope and details of the center’'s budgeting shall be clearly related to its
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F. Supply and Procurément-

l.

2.

‘The center shall establish policies and procedures that provide for:

a. Utilization of competitive conditions in the market to achieve maximum
economy consistent with quality of services, supplies, and equipment re-
quired.

b. Reqular review of vendors.

c. Regular review of pricing.

Internal controls shall be established tv insure against unethical practices
and conflict of interest in purchasing.

Fund Raising

1.

2,

Fundraising is a primary responsibility of the board of directors of the center.
Responsibility for fund raising campaigns may, in part, be delegated to the ad-
ministrator, but other staff shall not be required to participate in such cam-
paigns unless they are retained or volunieer expressly for them.

All fund raising campaigns and ;lqtivities shall truthfully represent the objec-
tives, program, and performance of the center and shall be ethically conducted.

Fees for Service

1.

"l"he decision whether and how much to charge for its services essentially is

a responsibility of each center. However, a center has a responsibility for
setting and collecting fees for service if endowment or other private or public
support is not adequate to accomplish its objectives.

In determining fees for service, the center also has a responsibility to consi-
der the effect of any or all of its actions on its moral obligation to extend its
services fo as many persons as it reasonably can, especially to those who,
because of limited means, would not otherwise be able to receive service.

‘The application to each case of the'éentef'- s schedule of fees for service shall

be fair and equitable, and shall be related to the patient’s ability or inability
to pay (including thua—party support) and to the center s ablhty to provide the
services needed.

In .establishing a schedule of fees for service, the center shall have adequate
knowledge of the costs of its services, based upon sound principles of ac-

 counting, and adequate knowledge of the relatxons}up between its total operat- -
-ing cost.. s | ‘
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{. Restricted Funds

l. The center's use of funds that have been received with conditions shall be
strictly in accordance with the conditions and wishes of the grantor or contril»-
utor.

2. To irsure proper use and to provide a sound basis for reporting, adequate rec-
ords 5hall be kept of the use of all restricted funds.

VII. PHYSICAL PLANT

A. The center shall make full use of professional advice (state and local agencies,
university, etc.) in the management of its plant and property in order to protect
and promote its best interests, (Reference: American Hospital Association man-

uals on Maintenance and on Insurance.) .

[T L
SR TN N S

B. The center shall establish a safety committee to provide for disaster planning,
fire protection and evacuation, safety education, and similar matters.

C. The center shall provide for adequate insurance to protect the plart and property,
regular staff, volunteers, patients, and the public from all serious risks in carry- N
ing out the program. There shall be reqular review and evaluation of any and all
needs for insurance and of the types of protection offered. This is particularly
important in view of the vanishing immunity from suits of nonprofit organizations. v

D. The management of the plant and property shall be consistent with state and fed-
| eral laws and requlations applicable to the center.

MEDICAL SERVICES SUBCOMMITTEE REPORT (PHYSICIANS)

Chairman: - James W. Rae, Jr., M.D., Chairnan
Department of Physical Medicine and Rehahhtahon
University of Michigan Hospital
Ann Asbor, Michigan

Paul M. Ellwood, Jr., M.D., Executive Director
American Rehabilitation Foundation
Minnedpolis, Minnesota |

- Thomas Gucker III, M D., Dxrector of Behahxhtahon | | ’
Orthopedic Hospital -
Los Angeles, California
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Justus B. Lehmadnn, M.D., Executive Officer
" Department of Physicai Medicine and Rehabxhtcunon

University Hospital
University of Washington Medical School
Seattle, Washington e

Donal R. Sparkman, M.D., Medical Director
Division of Vocational Rehabilitation
State Board of Education

State of Washington

Olympia, Washington

I. MEDICAL SERVICE GOALS -

} ' The goals of a medical service within a rehabilitation center, in full accord with the
‘ stated goals of the institution itself, shall specify:

A. The full range and type of patients to be served.

B. The rehabilitation objectives incorporated in the program of services for patients.

- C. Specific limitations, clearly defining the extent of services available and those
not provided at the center. ' |

'D. Limitations of age, sectarian ufhlmuon or other fuctors. as defined by the insti-
tution, which affect admissions policies.

Il. ORGANIZATIONAL STRUCTURE OF MEDICAL STAFF

s A. Responsibility for provision of ali medical care in carrying out the medical re-
habilitation goals of the center is delegated by the governing board to the medi-
cal staff. The medical staff is responsible to the board for assurances of caliber
of doctors recommended to the board for staff affiliation and for the quality of
medical services provided patients at the center. In all matters of administra-

- tion, the medical staff is responsible to the director of the center, who person-
ally represents the authority of the board of directors in developing and improv-
ing pmgmm and rehabilitation services within the center.

B. Thera shall be an active medical staff, of size uppropnute to the center, which
" shall perform all duties pertaining to the medical -staff. The active medical staff
shall meet ot stated reqular intervals, in no event less than six times each year,

- and full and complete records shall be kept-of these meetings.
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. C. It shall be the responsibility of the medical staff to develop and utilize appro-
- pricle procedures for continuing review and evaluation of the practice of medi-
cine in the center by its individual members. Reports of these reviews and eval-
uations of practice shall be forwarded to the governing body through established
channels, .

-D. An érgunizuﬁonul chart of the medical staff shall be availgble to indicate all "
committee§ of the staff, committee functions, membership of each committee, and
‘the administrative function of individual staff members, should there be any.

E. There sliould be a "'professional staff advisory committee’ which has the iight,
in consultation with the chief executive, to direct communication with the govern-
ing body. This committee skould be composed of the officially appointed heads
of each formally established professional service department of the center.

L4

Ill. SERVICES TO PATIENTS

A. The medical staff of a rehabilitation center is responsible for providing a high
quality of medical rehabilitation services for patients in the center who require
these services. b

B. From its inception and throughout the entire program for each patient, a single

responsible individual who is a member of the center’s staff should be designated

. as bearing overall responsibility for the patient’s program of rehabilitation. Dur-

~ ing phases of the program which may be predominantly medical, this person shall

be a physicieii on the medical staff. The rehabilitation chart and record for each

patient shall name the individual currentl"imbearing responsibility for the patient.

Thisindividual shall serve as direct means of communication between the patient

and the rehabilitation team in interpretation of all aspects of the pregram to the
patient, and in bringing greater insight to the patieni's problems to the staff.

C. At dll times during the course of a patient’s rehabiiitation in the center, a man-
aging physician from the active medicel staff shall be responsible for his medi-
cal care and for coordinating all medical aspects of the patient’s program. The

- managing paysician shall be responsible for attending any rehabilitation team
* conferences where the patient’s medical problems may be a subject of considera-
tion. -

D. Judgment as to diagnosis and treatment rests with the gbysibiun responsible for
the care of the patient in t‘i&"tente’r. Wher doubt or question as to the best ther-
apeutic measure or adequacy of diagnosis may exist, consultation shall be ob-
tained. ‘ ' |
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~E. Patients in rehabilitation centers for whom outside medical consultation may be
‘need considered appropriate shall be referred cnly to physicians well qualified
by training and experience, in thewopinion of their peers, to give consultation in
the field in which opinion is sought. Consultation should include actual exami-
nation of the patient by the consultant. The record and writien opinion of this
examination shall be signed by the consultant and made part of the patient’s rec-
ord.
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F. Responsibility for providing competent supervision of medical treatment and var-
ious therapies shall be fulfilled by duly designated members of the medical staff
of the center. The center shall retain responsibility for the quality of medical

- services or therapies provided outside the center or referral from members of the
medical staff when such services or therapies are prescribed as part of the reha-
bilitation program for the patient. -

e o

5
I

G. Physicians may prescribe for treatment or therapies within their competence after
having examined the patient and satisfied himself as to the appropriateness of
such a prescripticn. A record of this examination and the prescription(s) for treat-
ment in the center, shail be made in writing and kept with the patient’s record
and chart. Re-examinations for patients undergoing treatment shall be conducted
at appropriate intervals in the patient’s best interest, and records of these exam-
inations and re-examinations shall be in writing and shall be included in the rec-
ord and chart of the patient.

o

H. Patients requiring orthotic or prosthetic cppliances as a part of their rebabilita-

tion program must be examined by a physician in order that appropriote prescrip-

‘tions may be issned. Reports of such examinations and copies of prescriptions

» - shall be in writing and made a portion of the patient’s record. Re-examination or

checkout examinations shall be conducted to assure proper fit or utility of any
appliances prescribed.

I. The medical staff of a rehabilitation center shall fulfill the responsibility of pro-
viding constant and organized teaching services to all other members of the re-
habilitation staff. In addition, participation in meetings for the purpose of staff

- evaluation of individual patients, reqularly scheduled interdepartmental meetings,
and other meetings of general staff interest shall be a responsibility of the medi-
“cal staff, | -

J. The patient’s persoaal physicion must be fully informed of his treatment, prog-
ress, and condition upon the patient’s discharge from the center. This shall be
accomplished by a written report forwarde, if possible, immediately prior to dis-
charge of the patient, and reinforced by fucn-to-face or telephone communication.
Assisteace to the patient in selection of a personal physician, should he not have

FullToxt Provided by ERIC.
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one, shall be a resporisibility of the medical staff. Medical information of a na-
ture to assist in maintaining medical gains achieved at the center shall be made
available to the patient’s family physician and, where appropriate, outside agen-
cies to whom he may be referred for additional services which may be deemed
necessory for him. -

IV. PERSONNEL

A.

B.

Only physicims licensed to practice medicine in the specific state shall be per-
mitted to practice in the rehabilitation center,

anxleqes may be extended to qualified physicians to practice in the center in

the various specialties, according to their experience, judgment, ability, and com-
petency as evaluated by a credentials comnittee of the medical staff and recom-
mended to the govemning bourd.

V. RECORDS AND REPORTS

A.

A central record or chart containing all diagnostic, therapeutic, and program plan-
ing information, shall be mmntumed and kept up-io-date for each patient receiv-
ing services at the center.

All records shall bear the signature of an appropriate person for each diagnostic
or therapeutic service rendered to the patient.

Qualitative staff review of patient records shall be provided at regularly stipu-
lated intervals, and in no event fewer than at least four times each year.

, Written records shall be kept of all medical staff meetings and of any individual

medical staff committee meetings held at the rehabilitation center.

Signed progress notes of the patient’s corlition shall be added, routinely, to the
patient’s chart.

The patient’s chart shall include some assurance, in writing, that services pre-
scribed for that patient as part of his rehabilitation program have actually been
provided for him, and received by him at the time stated. Such essurance may be
in the form of signature of appropriate department heads for each service rendered.

VI. PHYSICAL PLANT

Adequctn space und eqmpment of a nature desaned to meet fully the demands and
nature of services to be rendered by a medical staff shall be provided.
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Where nursing bad care and 24-hour care for sick patients are provided in a rehabili-
) | tation center, it shall be accreditabie by the Joint Commission on Accreditation of
| | Hospitals. ) "

MEDICAL SERVICES SUBCOMMITTEE (ASSOCIATED MEDICAL)
Chairman: James W. Rae, Jr., M.D., Chairman
Dept. of Physical Medicine and Rehatilitation

'University of Michigan Hospitals
Ann Arbor, Michigan

Lillian E. Chabaia, Consultant on Professional Services
American Physical Therapy Association
New York, New York

Alice B. Morrissey, R.N., Instructor in Rehabilitation Nursing
| Dept. of Physical Medicine and Rehabilitation

i New York University Medical Center

New York, New York ‘

LeFoy W. Nattress, Jr., Executive Director

¥ ‘7 Washington, D.C.

] I. GOALS OF MEDICAL SERVICE DEPARTMENTS

A. Rehabilitation Nursing

S 1. The metamorphosis of classical nursing skills and procedures into rehabilita-
tion nursing, as with other auxiliary services such as occupational therapy,

i | - physical therapy, and provision of orthotic and prosthetic appiiance:. includes

an assumption of full responsibility as a participating and contributing mem-
ber of the rehabilitation team. Nursing procedure; and skills join all other

rehabilitation services toward achieving the fullest restoration of sick and.
disabled persons to their maximun usefulness and optimum health.

Nursing setvices within a tchabilitdtipn center strive to- provide the highest
quality of patient-centered rehabilitation nursing care.

‘3. Nursing services seek to promote and develop dynamic lines of cdmmunicu-
tion with all other areas or services within the center for the best possible

realization of each ‘pdtient's "‘pro‘g;dmf‘ofl rehabilitation,.

L
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- B. Qccupational Therapy

The goals of occupational therapy services, which are services traditionally con-
sidered to be available to all medical specialities on a referral or prescription
basis, lie in the direction of maximal physiral restoration, psychiatric integra-

- _tion, psychological adjustment, and prevocatmnol evaliation ot puuents within
the rehabilitation center. -

Lo Physlccl Therapy

1. The goals of services provided by a physlcal therapy department are to com-
bat the cumulative disubling effects of prolonged physical or mental illness,
minimize residual physical disability, relieve pain, develop or improve physi-
cal skilis, and restore function and maintain maximum performunce within the
patient’s cdpabilities.

2. The skills of physical therapy, upon prescription of the attending physician,
cortribute to the restoration program of the patient and to broader staff under-
standing of the total problems of the patient and his maximum potential levels
of achievement.

II. ORGANIZATIONAL STRUCTURE OF DEPARTMENTS

A. Withinthe framework of a rehabilitation center’s general goals and purposes, staff
providing each ¢! the auxiliary medical services shall be organized in such a
manner as to best provide these services for patients.

B. The chief of occupationcl therapy, the chief of physical therapy, and the chief of
nursing services shall each be responsible for assuring the chief of medical serv-
ices of a conmstently high quality of rehabilitation services provided center pa-
txents within their depurtments

ill. SERVICES TO PATIENTS

A, Nursing Services

1. Within the framework of a center's goals and ddmmmens policies, a nur.smg
. service shall include a full range of care as reqmred by patients treated in
the center

~2.. Clinical instruction in rehabxhtctxon nursing techmques for the nursing steff
“as well as teaching semces for other members of the rehubxhtatxon staff,
shull be provuled by a nursmq department. o
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Mambers of the nursmg department shall purhcxpute in rehabrhtutrcn confer-
ences concemmg any patxents under thelr care,

.- The nursmg department shall provxde consultahon and educutlondl services
- for fomilies of patients to assist them to understand. the patient’s program at
~ the center, his progress, and his ultimate routine medical rieeds once he has

completed the rehdbrhtauon program set up for him at the center.

. Nursing services mclude a conscious, ongoing evaluation of techniques uti- )

lized by the department and their effectweness with relation to patient prog-
ress.

B. Occupational Therapy Department

1.

Upon referral by physrcmns to occupational therapy, patients are screened
and evaluated to determine feasihility of occupational therapy and its objec-
tives.

Services provided by a department of occupational therapy include planning
with the patient for immediate and long-range goals toward attaining and main-
taining optimal function in keeping with that patient's total individual needs.

Occupationai therapy services include condltmmng the patient for re-entry
and integration into the life of his family, and return to a job and to his com-
munity-at-large,

The staff of an occupational therapy department assists members of the medi-
cal staff and other rehabilitation center personnel to undrstand and utilize
occupational therapy facilities within an agency and within a community in
order to obtain maximum possible achievement with each patient. This would
include, likewise, the ongoing responsrbrl-ty for educating the entire staff con-
cerning the principles, ideas, and values of occupational therapy for patients.

C. Physical Therapy Department

1.

All patients provided service within a physrcal therapy department are re-
fer: ed there by prescription of a physician,

. Services provrded the patientinclude a formulation and 1mplementutron of real-
~ istic short- and long—term treatment goals.

The members of a physxcal therapy department attend staff evaluatxon ses-
sions for particular patrents under their care, and contribute to this staff eval-

uation by their knowledge. of the patient as he is seen in the physrcnl therapy

. »‘department
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be provrded from ume to trme by members of the physrcal therupy department

5 A physrcal therapy department shall maintain an ongomg program for evalua-

tion of services provided to patxents within the department and shall strive to

......

4 Demonstratron and teachmg programs for the entrre rehabxhtatron staff shall» ~

improve techniques employed ‘within the framework of their ongoing experi-

ence with patients, =~ .

IV. PERSONNEL -

The rehabrhtatron center shall engage only quahhed professronally trained in-
dmduals in the fields of nursing, physical therapy, and occupatronal therapy

* where these services are provrded for patients in the center.

. ‘The use of aides and volunteers within any of the above departments shall be

under close supervision and direction of the head of the department, who shall
retain full responsibility for the quality of all services provided within the de-
partment by such nonprofessionul employees.

The head of each of these medical auxiliary services shall consult, from time to
time, with the chief of the medical service in the center conceming adequacy of
available personnel to provide services, without delay, and io the full extent of
need of patients within the center.

V. RECORDS AND REPORTS

Each of the three auxiliary medical services shail maintain departmental reoords

adequate to the organization of the department and the scope of services rendered

by the department.

Records of treatment provided patients by each of these services shall be made
a part of the patient’s record and chart and shall be available to other members

- of the rehabilitation team who may be working with the patient. These records

shall include all prescriptions or referrals for treatment and patrent attendance

- which served to orzgmate the treatment or attendance.

Records and reports shall be stundardrzed wrthm each of the departments in
keeping -with the general policies and systems promulgated within the ‘agency.

- They shall be objective in noture, economical of time and cost, and a protection.

to the patient and all concerned with his care.

. Adequate notes of the patrent' s progress wrthm each of these departments shall
~_be kept and made a part of each patrent’s record and chart.

87
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E. All administrative, personnel, and patient records kept by each department shall
be of such a nature as to contribute readily to periodic reports prepared by the
head of each department for submission to the director of the center, and for his
use in reporting on the overall program ard services provided by the entire center.

~ VI. PHYSICAL PLANT

Adequiate space and equipment of the specific nature designed to meet fully the de-
mands and the nuture of services to be rendered within a nursing department, an occu-
pational therapy department, or a physical therapy department shall be provided where
such services are pait of a rehabilitation center program. Where inpatient services
for the sick and 1nfmn are provirled at a rehabilitation center, nursing facilities shall
meet all basic criteria set up for nursing services within hospitals, as defined by the

|

|
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Joint Commission on Accreditation,

PSYCHOLOGICAL SERVICES SUBCOMMITTEE REPORT

e N s L

Chairman: a kLeoncn'd Diller, Ph. D., Chief of Fsychological Services
| Institute of Physical Medicine and Rehablhtohon |
New York New York |

J—

Harold Chenven, Ph.D., Chief Clinical Psychologist
Institute for the Crippled and Disahled
- New York, New York "

.. George R. Stephenson Ph D., Director of Clinical Psychology
New York State Rehabilitation Hospital '
West Haverstraw, New York

i

. GOALS OF PSYCHOLOGICAL SERVICES

A. The~uim of a psychology service is to facilitate the optimum personol adjustment

{ an individual in the light of his unigue physical, intellectual, and emotional

cupabxhtxes and limitations in relation to his social settlng, through the use of
psychologxcol techmques pnnmples and skills.

B.' Psychuiogical services may be rendered dxrecﬁy, through a personc.l relationship
. betweenpsychologist and patient, and indirectly, to maintain an otmoSphere which

- recognizes the psychological neuds of potxents ond is conduclve to construchve
" mterpersonal relotmnslups. ‘ «
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II. ORGANIZATIONAL STRUCTURE OF DEPARTMENT

L.

A.

A psychological service shall be under the direction of a qualified psychologist.
The staff shall be organized as appropriate to its size and patient load, and in

consideration of the goals of the center, with provision for adequate collabora-

tion with other disciplines.

The Beud of the 'psycknology'depmtment is re.s:ionsible for the administration and
professional services of the department. He is responsible to the administrator

or director of the ngency. The lines of authority regarding udmmstmtxve and

~ professional functions are clearly defined.

A.

Adequate clerical help should be provided to perform routine duties necessary for
the operation of the department. |

SERVICES TO PATIENTS S

Clinical Services

Inthe light of his prqfessionol judgment, and in consultation with other staff mem-
bers, the psychologist determines the nature and extent of psycholbgical serv-
ices which are required by the patient. The full range of the psychologist’s skills

- should be taken into account in referrals for psychological services.

Psychological Evaluation

| E'vuluatiyon‘ is a\dynamxc, ongoing process. of developing and collecting informa-
- .tion to contnbute to the understanding and management of a patient. The nature
and extent of the evuluat:on is governed by the needs and abilities of the patient

. in relthon to the facilities and resources availahble for assisting him. The eval-
~uation helps clarify and establish goals for the patient and the rehabilitation
- team. i affects and influences the approaches to patient management in an un-

capubxlmes and emotional adjustment patterns. . Methods employed in patient

fqlding rehabilitation program. Evaluation should include incisive assessment of
needs and abilities, intellectual functioning, general and ‘specific assets, and

. :avq]umgg by the psychologmt mclude

1. Background mformahon and fmdxngs prov1ded by other members of the team,

2 lntennews (md chmcul observnhons.

3. Psychological tests such as intelligence,‘ personality, aptitude, interest, and

- achievement, and specmhzed procedures for evaluotmg specxfxc problems in
X rehabxhtatxon -

‘-"ri"“ ,,‘..e.a,u L) }
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The evaluation should contribute to the decision-making process of the rehabil-
itation team. Evaluation is a continuing process ratker than a routine, static pro-
cedure carried out only at the beginning of a program.

.C. Psycbdlogical Therapy

Psychological therapy may be defined as a process designed to assist a patient
to develop, modify, and maintain effective and rewarding patterns of behavior and
attitudes in meeting the demands of his intrapersonal and interpersonal situation.
Two levels of psychological rioblems which may require psychotherapy can be
d;stmquxshed in a rehabilitation settmg

1. Psychologxcul problems related to the dlS(lblhtY and to the demunds and re-
quirements of the rehabilitation process. :

2. Psychological problems reflecting lonq-term muludjustment patterns which im-
pair overall adjustment.

The type of psychothe’rapy employed should be suited to the patient and his situ-
ation. The two forms most frequently used are supportive and intensive therapy
with either individuals or groups. :

. Research

The psychologist plans and executes psychological research having practical
implications for rehabilitation and/or contributes to our understanding of basic
human behavior utilizing the resources of the institution. Research should be in
accord with the American Psychologicai Association ethical Standards of Psy-
chologists Principle 16, research precautions: ‘’The psychologist assumes ob-
ligations for the welfare of his research subjects.’” The psychologist serves a
wide variety of roles in other researches carried out at the center.

IV. PERSONNEL

A. Staff members of the psychology department shall have the requisite formal train-
ing and experience, as defined by the American Psychological Association and
applicable legal requirements, commensurate with their level of respons:hilites,

B. Where psychological services are availeble on an outside consultant basis, the
qualifications of the psychologxst should be ot the same level as those stuted
above: ’

o e SN = e A, = £ SEs s 2 : e T R e B c R T R ST P T

" e

s e et ettt s~ ibiy st <€ ooty 7 mieomn




ped

o 4-44-:4. i an

= T

o et o e, e B 7 A R T 7 N W Wy WM A i T o ORI, 3 el TP

V. RECORDS AND REPORTS

VI

.m

Psychologists have the responsibility for communicating their findings and judgments
to other members of the rehabilitation stdf in both formal and informal manners.

A.

Reports should be prepared so as to best communicate data end informanon ubout'

 the patient to all rehabilitation staff members in order to achieve a better under-

standing of the patient, his needs, and his problems.

Reports of psychological services ‘should contnbute mformuhon for prucucal
management of the patient. .

Care and judgment, shall be exercised at all times in preparing permanent records, |

so as to protect the patient’s best interests. Confidentiality of reports of psy-
chological services must be maintained.

Communication to other professional staff members should avoid use of raw data
without accompanying ful! interpretive inforrmction.

The psychologists participate in sessions of oral reporuhg such as rounds, staff
meetings, etc., in whick decisions or dispositions are made concerning the pa-
tient's welfare,

. The psychologxst should be aware of the consequences of his evaluation by keep- -

ing his findings in perspective and pointing out the usable assets and liabilities.

PHYSICAL PLANT ‘

-

" Adequate space mcludmg privacy and equipment of a nature desaned to meet fully

the demands and the nature of semces to be provided by a psychologxcal servxces

department, shall be provided.

<71-




SOCIAL WORK SERVICES SUBCOMMITTEE REPCRT

Oscer Kurren, M.S.W., Institute Director

Nationol Institute on P.lbllc Hedlth ond Rehobxhtouon

Post Office Box 391 - | '
- Winchester, Massachusetts

Vivian Day, Director of Social Services
* . Rest Haven Rehabilitation Hospxtol
Chicago, Illinois -

Ruth Fennessey, Field Instructor .
School of Social Service Administration
" University of Chicago |
_Chicogo, Illinois :

Margaret G Holden Assocmte Professor
School of Social Work .
University of Illinois

| Chr'ngo, Illmoxs

| Margaret C. Webber Chxel of Social Servxces Department
~ Rehabilitation Institute of Chxcogo R
Chicago, lllmoxs

1. COALS OF SOCIAL SERVICES DEPARTMENT

A The primary goal of social services provxded ina rehobxlxtouon center is to encble
“the patient to understand arnd profit from, to the fullest degree, the services pro-
- vided ;2 his reholuhtohon program, so that he will achieve that level of social
- equilibrium whxch will lead him to a satisfactory solution or adjusiment to any
and dil problems within the mterrelote-d physical, socxol emotxonol and econom-

" ic areas of his lee sxtuonon

. Social services seek to dxscover, identify, and strengthen ovolloble group and
~ community resources, outside the rehabilitation center, which may represent sup-

- plementol resources, from time to time, m assisting a patient to achieve his max-

© imum rehobxlxtouon potentml -

xl OﬁuANIaATIONAL STR“" 'l'U < QF DF”AnTMENT

A Provlnon of sociol services mthm a rohobxlntotioa center sholl be by a deport- ’
_ment_expressly organized for this purpose, whose cluef shall be responsiblo dx-
vectly to the odmmutmtor of the centot ‘

“72- |
N - ' . . .




Coamradiied A ey R
E ibimnbar MJZ-.A-:-‘ oG, A st e st

L
gt ipiens

iR

TG ande ERURIIE 13 B oERiN e no emhko ST 7 LUOURLPY TSSO RN SR i L e e N, TR TR ISR AL e =

B. The clilef of a 'sdcinl services department shall be responsible for defining and
estoslishing the scope of social services to be provided in the center, within the
frumework of the definition of that center’s statement of goals and purposes.

C. The chief of a social services department shall be responsible for the supervi-
sion and coordination of the sociol work staff in-the provision of all services:
provided by the department.

Ill. SERVICES

A, Socigl Casework

1. Complete exploration into, and assessmen: and evnludﬁon of,all scial fac-
tors, past and present, which may be ussful in constructing a clear and re-
vealing profile of the patient in relationship to his need for rehabilitation,

‘2 Estabhshment of-a working social diagnosis, in oider to make cvailoble per-
tinent material bearing on the rehabilitation goals and treatment t be planned

~ for the patient; to define and interpret to the patient, and to those who play or
are likely to ity a dominant role in his life cycle, eppropriate social goals

- for him; and to select and bogm to implement those techniques to be used in
his social treatment.

3. Implementation of social treatment, ccn#isting of thernpéutic measures de-
- signed to assist the patient in achieving established goals.

B, Unification of Staff Resources

1. Contribution and internretation to the rehabilitation staff of any and all social
information exerting any effect, within the professional judgment of those pro-
viding social services, on any aspect of problems involving the patient.

2 Throuqh the established avenues of communicahon within a rehabilitation
center, such as individual co-"arenccs, clinical conferences, staff confar
" ences, ward rounds, etc., a social services department maintains responsi-
bility for the teaching aspects inherent in hundling probloms related to spe-
cific puuents.

3. Through these chanrals of communication, social services atteapt ‘o trans-
 late and interpret medical and cther types cf problems to the patient within
ihs comprehension «f the patient’s hackgrouns and @af'argencp
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4. Continual sharing of facts, opinions, and judgments, through interservice .

communications leading to improved techniques of providing services, greater
understanding of the patient and his problems, and sharpened acuity of inter-
departmental cooperation, understanding, and achievement.

c. Crog Work

" Less well known, but capable of making genuine contribution to the rehabilita- |

tion team, are the services of qualified group workers within the rehabilitation
c.nm.

1. Group work services include definition and assessment of areas and experi-
ences within the rehabilitation center which may lend themulvu to group
techniques.

2. Selection of individual patients, or types of patients, whos» rehabilitation
process may be assisted or speeded through group experience. -

3, Development of program media, including discussion as weil as activity,

* which can provide patients with increased capacity and will to achieve de-
sired rehabilitaiion goals through group experiences.

D. lntorprotation and Evaluation for Rehabilitation Staff

Interpretation and evaluation of social, economic, emotional, and cultural factors

- affecting specxﬁc patients, on ars informal, day-to-day basis, with varicus mem-
bers of the rehabilitation team as they attempt to provide day-to-day services for
the puhents.

E. Commumty Orggmzuhon and Plcnmnj

1 A socml services department has responsxbxhty, as the patient progresses
" in his rehabilitation program, for planning vnth the outsxde commumty for the
pctunt‘s umm to his uutsxde wotld |

2, Rolction:lups are mointnmcd with uny and all agencies who might be cble to

“provide, from time to time, services or any vasistance whatsoever to the pa-

_tient in muintaminq and consohdotmg progress aclnevod in the rehabxhtuhon |

ptoccss.

v\\

o 3 A. social umcu depqrtmnt ;hares the responsnbihty for bnnqmq o ¢ com- |

N mumty attention lack or inadequacy of services which might be helpiul to re--
hcbﬂmtwn puuents. 5 |
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F. Education, Training, and Orientation Programs

1. A social services dopartment maintains responsibility for in-service training

within the department.

2. A social services department has responsibility for in-center trornmq of other
profeuional personnel, with - respect to full undrrstandrng and cppropriate
utilization of social services within the center.

3. There is a responsibility for proviqu eZucational servrces outside the re-
habilitation center, in the interest of grzater community awareness and under-
standing of the pnncrples of rehabilitation and services availeble within ‘the
rehabilitation center.

G. l‘tesearch |

1. "A social services depa'cment has the ongoing responsibility for 1mprovement

- and refinement of aviilable tcchniques, as well as development of new meth- -

ods of care for the complex of social problems affecting rehabxhtatron patrents.

2. Research shall be encouraged into the specific and broader aspects of social
services needs of particular patients, as well as types of services requested
from ~ommunity agencxes, and criteria for patient referrai. -

3. Con-stant-research shall be undertaken to test and evaluate services provided,

on mn individual patient basis as well as on total program basis, within the
social services department and within the rehabilitation center as a whole.

4. A socml services department has responsibility for devising, establishing, and
maistaining channels of follow-up contact with discharged patients, to assure
maintenance and,consolidation of rehabilitation achievement, and to antici-

pate and prevent problems arising which might not have been given adequate

consrderatron at the trme of dxscharge, ,
lV PERSONNEL |

| A, Personnel employed ina socral services department thhrn a rehabxhtatron center
. shall have training and experience consistent with professxonal standards of

e e R B e Al s et

tramrng and experience as deﬁned by the Natxonal As'socxatron of Social Workers. _

B Personnel practices withm the socml services department shall be in basic ac-

~cord with policy and. .practices of the rehdbilitation center, and shall provrde for

7 o “job classification and descrtpttons, appointment procedures, and termination
e methods ond shall epecriy the system of personnel evaluatron and promotron. S
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C. Policies and procedures of the social services department shall be in writing and
~ shall be available to the social work staff as well as other members of the staff
of the rehabilitation center.

V. nsconns AND nepom's

L . A A tecord of socml services provided shall be an mteqrnl pcrt of the record-chart, :
S " of each putunt. o "

B. Records shull include progress notes, ‘social summaries, resumés of recent de-
| velopments and clear nnalyses of socml treatment procedures.

C. Records of the depurtment shall be of a nature and clarity so as to communicate
clearly all social aspects of the rehabilitation program of a specific patient to

uny and all other departments provxdxng services to the pctxent within the center.
VL. PHYSICAL PLANT |

A. Spa. and facilities, of a nature and design to make possible provision of all
services within ¢ social services department, as defined by the stated goals of
the institution and the sociqlrsewices' depnrtment-, shall be -provided’. |

)

o

N B - | B. Space shall include at least some meus, appropnnte to the size of the depart-
b1 ment, for holding individual counseling sessions with potxents in an atmosphere
- of privacy and minimal interruption.

+ : "
. " - ‘
\ . \ .
i ; ) K R : ‘ !
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VOCATIONAL SEHVICES SUBCOMMITTEE HEPOHT

Chaimar: .~ . C. Esco Obermann, Ph D., Hnstory Project Duector
: The W. F. Faulkes Memorial Fund
R.R. #4 - Old Orchard
| Hastans, llmneaotu

~ Arthur D. Bradley, Ph.D., Chxef
Vocational Counsehng Services
 Veterans Administration Hospitul
| Innneapohs, llmnesotu

P tf“'Vwmn Shqiherd Di:ector R
" The Rehabilitation Institute
. Kansas City, Missouri -




William M. Usdane, Ph.D., Chxef

| Division of Research Gmnts and Domonstrouons
" Vocational Reliabilitation Administration

U.S. Department of Health, Education,and Welfore
Woshmqton, D.C.

Fobort A. Walker, Assistant Diréctor ~
" Minneapelis Rehabilitation- Centet, Inc.
’.llumeopohs, llmnesoto

Bt GoALs OF VOCATIONAL sznvx(.s- DEPARTMENT

~ A. The objectwes of the vocational services are stated and defmed in wnung The
vocational goals are stated objectively and specifically so that they can be ob-
served and evaluated from the processes ond operotmq outcomes at the center

1. They should be in the form of an oifxcml formalized document sxgned by the
chief administrative afhcer of the center. .

2. They are distributed odequotely to- refemng agencies, to chents, and to the
commumty o

3. They should be ovculoble in a form permzttmg distribution to mterested per-
- sons and agencies. .

The stoted goals mdxcoted by the deportment -are reasonably thhm the capaci-
ties ond the overoll puiposes and sperations of the center.
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L l'he qoals are consnstent with the_ deportment?s opetohons and with the over-
all funchomng of the center. |

. 'l'he vmtten quohhcohons in tha trommg and expenence of the staff would
~indicate thot the stated gools could be reuhzed

3. The focxhtxes of tho center are such as to moke teasxble the reaching. of the
. qouls | |

rorrs e T AT
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| 4 The goals are not mconnstent vnth the stqted qenerol goals of the center. |

Ry e T e
LI IR oo < e

"Thegools of the depottment are qonerolly understood by the stofi ond in other de-
| -""‘pcttmonts of the center. R Sl <

. 1 Vonous atofi porsons gwe reosonobly consxstent stotements of whot the goals [
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Other-than-vocatronal—department staff are able to qlve reasonably clear state- |

ments of what the goals of the departmeut are. .

| D The goals are related to- commumty needs and to the type of clientele usually
accommodated at the center,

The goals are consxstent mth the busmess, mdustrxal and professlonal char-'

actens’ucs of the community. ‘

There is evrdence that the goals are shaped in. accordance thh the 1dent1hed
needs of the refernng ogencres. ,

The goals are desrgned to meet the types of needs that the clrentele can rea-
sonably be expected to present.

ll ORGANIZATIONAL STHUCTURE OF DEPARTMENT

A The vocatronal services department is orgamzed S0 that it can effectrvely reach
its stated goals. |

The person responsxble for the department has the authority to make the de-

'_crsxons for the department's operatrons and in mplementahon of its goals.

" He. partxcrpates effectxvely in other decrsxous affecting the department such

as those concerning budgeting, staffing, space allocation, travel, client se-

- lection, in-gervice trammg, use of consultants pubhc relations, ond program
| development : :

He has the same line and staff status as other department heads.

The vocatranal department has job descrrptrons of all posrtrons provrdmg vo-

catronal servxces. .

“The vocahonal department is responsrble for determuunq the ob duties of
" those persons provrdmg vocational services wrthm the general standards ex-
'_ ,~1shng wrthrn the agency. | ' :

The" vaeutronal department partxcr.pates in detenmnmg the salary levels of.
» employees who wrll be pro\nqu vocahonal servrces. o

A \_. | \ \‘ Y

kN

'l’he vocatronal department head is responsrble for ratmg employees effec-
= txveness, promotabllrty, etc., far those persons vnthm the vocatronal depart- ‘
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8. "l‘he vacational department is responsrble for employmg and discuargmg all~' |
-employees provrdmg vocahonal servrces. g : |

a, '~Vocati,onal staff meetings ur'e routinely »he,ld wrthrn _'t,_he v,oca‘tional »-department.

’ 10 Adequate dmounts of tnne are available to vocational department personnel'
L for educatxon and resem:ch ‘ - |

11. Organrzatxon charts are avarlable which mdrcate the relatxonships of the unrts
- within the vocational department. : -

“B. The vocational department's role and orgamzatronal situation should be such as )
to facrhtate the department’s goals as well as the agenc:y s qoals. |

1. The vocational department has membership on "appropr_iate center committees.

2.’ The vocational department partrcrpates in the determmatron of meeting aqenda
 for the tota! staff. © |

»3. The vocational -department'has opportanity to attend ge’neral staff meetinqs.'

4. Appropuate hnes of com*numcatron are estabhshed wrth other center depart- :
‘ments.

S. The vocatronal department has authority over and responsrbrhty far all voca-
tional services perfor-ed in the center.

6. The vocational department has direct access to the chief erecutive or hlS
. desrqnate.

7. Staff members within the vacatronal department participate in decrsron-mak-'
ing whxch affects vocational servrces. : : : :

'V 8 Orgamzatron charts are ‘available which mdicate the relationship of the vo-
~ cotional department and other departments wrthm the center. -

- - .9, 'l‘he department develaps appropriate workmq relatronships with outside qgen-
‘.cles and partxcrpates in commumty education ond orientatron. -

s C eThe administrative relationships Within the department"are such that each indi- -
N mdual working in it knows and understands what his role is, what hrs preroga-
S f.uves are, and what hlS responsibrlitres are,

- IR
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1. The supervisor of the vocational services department vs'uoervises all center
- vocational activities. _

2. He l;os direct access to the executive ditector of the oenter. -

3. There are odequote job descriptions for all employees of the deportntent. |
4. There are departniental functional, flow, and organization charts.

5. There are adequate job tequirements written for each position. ‘

D. The professional and administrative relationships in the department are organi-
zationally structured so as to be mutually supportive.

1. There is a described and understood basis for resolving intradepartmental
conflict.

2. There is involvement of staff in department decision-making.

3: Decisions concerning hiring and firing of department employees are the pre-
rogative of the department.

4. . The department has the responsibility and prerogative to prescribe standards
i for personnel of the department.

’ 5. The department has the responsibility and prerogative to prescribe standards ﬂ
for work quality and quantity of the department. ' ' l

5 5. Evaluations of staff are made within the department.

: lil. SERVICES TO PATIENTS

: A. Cliesit Selection

e

The vocational services department shall be responsible-for assuring that all
| members of the rehabilitation center staff as well as all cutside agencies from
- whom referrals may be expected are mformed concemmg the range of vocatinnal
Jervices availcble for clients.

o

P | 1. The sources of referral are identified and mformed concemmg the capabili-
ties and objectives of the department. ' :

T A i 2

s
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a. There is evidence in the form of brochures or other communiques to indi-
cate that referral agencies are aware of the scope and function of the de-
partment. - o | o

b. The distribution of these items is adequate and appropriate.

¢. The department has available an organization chart covering staff organi-
zation and functions of the department that reveals that the functions of
the departruent are being carried out.

d. Client files should contain evidence that various precedures have been

B applied, including intradepartment consultations, staffings, and evalua-

; _ tions.
e. There should be evidence that the results of case conferences, staffings,

5 and evaluations have been communicated to referral sources. ‘

- 2. The criteria for acceptance of clients are appropriate, clearly defined, und
understood by the intake-screening staff.

a. The intake-screecning staff have been instructed conceming the role and
functions as well as the limitations of the vocational services.

b. There is evidence that only those clients are accepted that are properly
within the goals and limitations of the department’s capabilities.

e

et i '
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B. Client Orientation -

The vocational services include full orientation of the client conceming those
services which may be of assistance to him, the program envisioned for him, and
the need for full communication between him and the vocational rehabilitation
counselor.

; T ——
e T

1

[l ¢ *
fof 29Tt 300l

). There 1s a procedure for orienting clients concerning the goals of the depart-
ment and concerning whdt can be expected from the services of the vocational
department.

. a. Written materials records of interviews, etc., reveal the scope and ade-

3 quacy of orientation, .

b. There is behavior evidence on the part of the chent that the plans in-
volved in counseling have been accepted and acted upon by him. The
follow-up information in the client’s file indicates that the vocahonal
plans have been followed by the client. '

,‘2. There is evx,dence that the bacquound of the client is sufficieri‘tly understood
~ to insure that the orientation given him is effectively communicated to him.

-8l
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a. Adequate information is obtained from the referral agency referring the
case to the center.

b. Case records contain such information as biographical data, medical in-
formation, previous appraisals and evaluations, work history material,
social service information, etc.

et e B st A S it et =
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C. Vggati@‘ al Evaluation

:

1. Vocational services shall include an evaluation process designed adequately
to measure the client’s need and readiness for vocational rehabilitation.

The evaluation process adequately measures the client’s readiness and need 1
for vocational rehabilitation. | »

a. The counselor’s case notes reflect his perceptions as well as those of i
the client conceming the vocational needs of the client and the client’s '
attitudes cnd values as they relate to vocational goals.

b. There is evidence that the client is motivated toward rehabilitating him-
self, and his behavior during the counseling has been one of cooperation
and acceptance.as opposed to rejection or noncommitment.

c. There is evidence by his behavior that t~2 client has been willing to ac-
cept the responsibility for decisions that have been made with him and to

* carry them out. | ' |

d. The case record indicates that the client is ready to deal realistically
with his vocational rehabilitation problems.

- 2. Vocational services and counseling shall include teéhqiques to measure ca-

pabilities, potentials, skills, in‘erests, intellectual capacities, and other
behavior of the client related to vocational rehabilitation.

The evaluation process includes techniques to measure vocational pbtentiul.

a. The case record reflects the use of psychological tests which measure
such things as abilities, aptitudes, interests, personality characteristics,
attitudes, value, and other behavior related to predicting vocational re-
habilitation actions subsequent to counseling.

" b. Such evaluation is made by a qualified counseling psychologist or voca-
tional rehabilitation counselor who has the background to evaluate the
adequacy of the teésis selected and used during the evaluation.

- ¢« If the evaluation is made by a person not able to evaluate the adequacy

- of the tests used by the counselor, the tests used are published by repu- §
table test distributors such as the Psychological Corporation, Science ‘ ;
Research, Inc., Western Psychological Services, Stanford University
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Press, or others listed and evaluated in Buros Mental Measurement Year-
beok.

3. Evaluation of a client’s maximum potential shall include consideration with
othar members of the rehabilitation staff of specific medical, social, and
psychelogicol factors in the client’s history which may contribute to an un-
derstanding of the total individual and his total needs.

a. The evaluation process takes into consideration the medical, social, and
psychological aspects of the client.

(1) The case record indicates that appropriate services have been con-
sulted for medical, social, and psychological recommendations and
the consuliation information has been utilized and integrated into the
vocational plan,

(2) The overall evaluation is the result of a team effort rather than an
individual effort by the vocational services department.

b. There is adequate provision made for cross information among the various

specialties concemed with evaluating the client.

o There is evidence in case records, conference minutes, consultation
notes, and in in-service training meetings that there is substantidl
cooperation and interplay among services aimed at carrying out the
goals of the center and the specific function of the vocational de-
partment as outlined in the functional operation document.

4. Where there are limitations of services available for the client within a re-
habilitation center, it is the respuasibility of the vocational service depart-

ment to contact, or refer the client to, agencies and facilities outside of the

center which may provide the client with additional resources and assistance
toward the fulfillment of his uitimate rehabilitation objectives.

e Assistance ovutside the department and outside the center is solicited and
utilized when the client’s requirements are beyond the technical capabili-
ties of the facility staff and/or other facility resources.

(1) There is evidence in the case records that services not available in
the center dre obtained from outside the center, such as medical serv-
ices, psychological setvices, socin! services, job tryout, job place-
ment, remedial services, or any obvious setvices which the client may
need in order to successfully rehabilitate himself.
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(2) There is evidence in the case records of consultations or referral in- .
formation from outside of the department or center if G necessary serv-
ice is requirad as part of the rehabilitation plan. Tlese might in-
clude the fitting of prosthetic devices, speech therapy, vocational
training, financial assistance, etc.

. Vocational Counseling

The basic objective of a vocaticnal service department is to develop a realistic
and cogent plan of action for the client to which he subscribes and for which he

~ is willing to take the responsibility for executing.

1, There is evidence in the case record that there is an interchange of informa-
tion not only among the services within the centar itself but between the re-
ferral agency and the center both during the initial referral and throughout the
evaluation period.

2. The counseling process is sufficiently unstructured to permit development of
the client’s goals without restricting him.

d.

The development of the vocational plan should be one of collaboration
between counselor and client as opposed to a plan imposed upon the
client.

Follow-up data in the file indicates the subsequent responsibility or lack
of responsibility which the client exhibited in committing himself to his
plan.

There is evidence of development of a dynamic, productive relationship
between the vocational rehabilitation counselor and the client that de-
velops the client’s desire and interest and capacity for maximal effort for
the rehabilitation plan which is jointly worked out during the counselmq
process. T e ' -
There is evidence that commumcatxon flows in both directions during this
counseling process and the client is aware at all times that he must ac-
cept responsibility for the plans developed during the counseling process.

3. The coyunselin'g pfactxcgs are such ds to» 7esult in the client achieving orien-
‘tation, self-knowledge, and motivation, understanding, and acceptance of and
final responsxbxhty for the rehablhtauon plan

. The records of the claent's behavior ;eveal interest, responsibility, co-
' operativeness, motivation, ucceptance, and understandmg of the rehabili-
tation goal o




b. There is evidence from the various persons working with the client during
the evaluation that he has these positive attitudes, not the opinion of just
one person such as the counselor. -

4. The counseling process is directed toward a realistic plan for action. -

a. There is evidence that a logical sequence of evaluations, appraisals, and
counseling sessions with the client lead to a realistic and acceptable ob-
jective which the client assumes the responsibility for implementing.
There is follow-up information indicating the subsequent outcome of the
counseling plan accepted by the client. Outcomes are shown to coincide
with plans as found in case summaries.

The plans appear to be individualized for each client, based on labor
market needs and the individual characteristics of the client.
The plan is something that has been or can be implemented for the client.

Vocational Training

Vocational training within a facility has the responsibility of providing evalua-
tion and appraisal information as well as skill training, education, developing-
work tolerance and habits, socialization, and the development of other behavior
essential to the rehabilitation goal that has been worked out through the services

of the center. Where vocational ‘goals are part of the rehabilitation plan the vo-

cational services department ‘will coordinate the vocational training functions
involved.

1. The training program is such as to permit the development of the skills pte—
scribed by the training program.

a. The training develops a particular skill that has direct transference to a
job being considered for the client.

b. ‘The training is meaningful, purposeful, and mplements a plan outlined by
the client and counselor.

c. Unless specified for a particular reason, the vocational training should be
vocation-goul oriented rather than diversional in nature.

'I'he training provides for continuous observation, evaluation, and develop-
~ ment of the client. |

a. The tmmmg provides ‘‘feedback’’ information which will be useful to the
counselor in deciding whether to continue, change, modxfy, or discontinue
 the vocational training plan. ‘




.b. Both subjective and objective methods are used for rating progress and
development in the program. 1

c. There is a method based on some criteria of performance, such as achieve- %
ment, production, or accomplishment, to give indication as to when the
client has reached optimal benefit from the training.

3. The devices utilized for the measurement of progress are adequate.

a. Objective and subjective measures used are valid measures of achieve-
ment or. progress. :
b. The devxces to measure achievement or progress are standardized so that
they can be applied with reliability from client to client.
c. The information as to the client’s progress is relayed to the vocational
services by reports.

4. The training plans are consistent with the vocational goals set through
counseling.

a. The training plan is logical in light of the goal set up for the client by
the vocational services.
b. The training relates directly to the client’s plan upon leaving the center
for either further training or employment where the training has been pre-
~ scribed for yocaticnal reasons,
C.’ In addition to skills evaluation, training, and educatmn, the trammg also
' serves the function of establishing work tolerances.
d. The training allows for the client’s growth through socmhzahon by work-
ing with peers, evaluators, and others.
e. Behavior is noted by the evaluators to indicate characteristics related to
- future performance in trammg or on the job such as mohvanon ability to
get along with supervisors and other workers, ability to profit from train-
ing, work habits, and personal factors which would be important in future
adjustment in training or on the job.

F. Work Tryout and Experience

The vocational services department of a rehabilitation center is responsible for
' the broad development of community employment possibilities related to the °
counseling needs of the clients it serves. It works with other community place-
. ment agencies and facilities in a dynamic and expanding way in widening the
o IR vocational opportunities for its clients. Successful work experiences are the end .
o " products of success{ul client vocauonal evaluanon, apprmsal ard counseling
expenences NI




1.

The work environment provides for an adequate range of observations and
skill evaluation.

£

a. Where work tryout has been used, the case records reflect meaningful as-

signments related to further extension of the counseling services in their
assessment and evaluation of the client toward his goal of gainful train-
~ ing or employment. - | :
b. The range of activities offered and assessed through work tryout serve
the needs of the client referred for this type of.experience.

The work experiénce has as one of its objectives to evaluate work habits,
tolerances, motivations, and personal characteristics of the client as they
relate to future vocational goals.

0. There is in the record an ongoing evaluation of the client’s progress in
‘the work situation as it relates to behavior that is essential to successful
job performance.

b. As part of the work experience provisions are set up for the modification
of or development of personal characteristics and behaviors necessary to
make the client a better performer in a subsequent trcnmng or work assign-
ment.

The work experience leads to a successful bridging of the gap from workshop
experiences to gainful employment in the labor market.

a. The workshop experiences are realistic in terms of the client’s ability to
bridge the gap from center experiences to successful vocational ex-
periences.

b. Follow-up information in the case records should indicate that the work

) expenences have contnbuted to the chent' s subsequent success.

‘The range of exponences offered in the work program, the skxlls of the evalu—

ators, and the opportunity to learn good work habits and skills are adequate
to the goals prescribed by the vocational counselor in his use of work evalu-
ation as a technique in his vocational counseling armamentarium.

a. The workshop experiences are meaningful and related to subsequent per-
formance in training or work in the community.

b, A review of the client's file indicates that the work expenence was a
necessity and in some cases a sufficient condition to hxs later successful -
periormance on the )ob or in tmmmg :
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. S The opportunities offered in the work experience or tryout are related to cnd

compatible with ihe economic, manpower, and employment needs of the com-

munity. ) i

a. "The workshop experience 18 a dynamic one related to subsequent employ-
ment of the client.

‘b. The workshop tasks or duties are simlcr to those found on actual jobs

now available in the local labor market.

c. The workshop or work experience adds information to the counseling proc-
ess which has helped. the client and counselor make a decxsmn as to

future plans and goals for the client.
d. There is adequate compliance with the referral commumcatxon which pre-
scribes the work experience. ‘

G. Placement

Successful placement or training is the major goal of the vocational services de-
partment. Successful placement or training for the client as well as the employer
or the referring agency is the ultimate and logical conclusion to the most suc-
cessful counseling relationship for a client.

1.

The placements utilize the client’s aptltudes abilities, skills, experiences,

. and interests.

o There is evidence in the follcw-up" ‘evaluations as to whether or not the
placement is a successful one for the client and the employer.

The plcceme'nt service is related to the overo}l plans and goals of the client,
the department, and the center.

e The placemeni of the client reflects the successful end product as de-
- veloped through his experiences, plcms, and decisions in going through
the center as part of the process of rehabxhtatmn.

If the placement is done by the vocntlonal services and if there is a place-
ment specialist, he is under the du'ectmn and supemsmn of the vocational

- service depmtment. .o

a. _The placement specialist or the vocational counselor relates effectively
to the other specialists who have been mvolved in the developmenft of a
" “vocational goal for the'client.

~b. The client’s record indicates that' the placement speciahst is aware of the

‘client’s abilities, limitations, and experiences in the placement of the
cliet. | |




The record indicates that the person responsible fot the client’s place-
ment has participated in staffings, has mqmred about it, and is aware of -
the client’s placement needs. - ‘ |

d. The records muke it possible to qunge whut propornon of chents obtain
‘and remain on a ]Ob . . , | : s

Placements are realistic and ethical from the. employer's perspective,

.a. The plucements made are such that the needs of the client as well as the
employer are met in a satisfactory manner.
b. There is evidence in the case records as to the placements that show
success gn the job. |
c. The records show the extent of reassignments, employer complumts, and
poor job performance due to poor placements.

There is appropriate orientation of the client to the job and orientation of the
employer to any. special needs of the client, if any.

a. The case records indicate that a failure of a client on a job is studied by
the placement person for the purpose of designing hetter service.
b. There is evidence in the record of the steps tuken by plucement specialist
~ in placing the client on the job. Lo
There is normal procedure for the placement specmhst to follow-up with
“both client and employer for a reasonable period of time after placement.
The center assumes the responsibility for replacement of a client who has
failed because of some conditions or factors not originally perceived in
the evuluuhon or plucement of the client.

Where the agency does not have a plucement service, the vocational services
", department assumes the respansibility for referral to the appropriate agency
having placement services.

a. Where there is no placement service, the records show that the case has
been referred to the appropriate agency with the necessary information
"~ about the client to effect a realistic cnd successful plucement 1f pluce-
ment is indicated. - i

b. There is evidence in the record that some plan has been put mto effect to
"feedback" mformthon on cases referred for placement,.

H Employment Follow-Up

’ 1 'l'he follow-up uctxvxty should have the chent as its pnmury !ocus.
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Follow-up identifies problems of the client thot need oddmonul protes-
sional services.

The case records show to what extent problems uncovered in tollow-up are

given the attention.needed.

Follow-up techniques permit evuluotron of )ob success of job satisfac-
. tion, and of the effectiveness of the vocutxonul services department.
'Follow-up is timely and flexible enough to meet client needs.-

. 2 Follow-up services should be comprehensive‘ and adequate for requirements.

| Records of follow:up contacts are adequate and available,

There is evidence thut the employer is interviewed if employment is in-
volved.

There is evidence that the client is mtervrewed to learn of current prob-
lems, |

Interviews are under circumstances that permrt the acquisition of the in-
formation needed.

If follow-up is to an agency, 1nst1tutron or professronul person, pro-
vision is made to evuluote the referral.

3. When provision is made for‘ some other agency to take over the follow-up
function the center continues its interest in the client.

There is evidence of a formal orrongément with the other'ugencies.

. " There are records ‘of-"’feedback’’ agencies.

L | Research and Self-Evutnotion

a.
b.

' c.

1. Professionally competent'dnd oppropriote research and self-evaluation of the
vocational services is an accepted pructice within the -vocutionul department. |

The vocational department staff hcve sufhcrent time and opportumtres for
research and self-evaluation. ' :

Research and self-evaluation are regulurly occurring -functions of the vo-
cational department, ’ |

'Research and’ self-evuluotron studres are performed wrth accepted und

recognized technrqﬂes.

. Technical assistance is available und utrhzed for reseorch and evoluutron.

The reseotch and self-evoluutron functions are consistent with deportment 3
goals. -

‘Results. of research and evuluutron are drscussed evoluoted ond when
~-'npproprmte, rmplemented "
| Provrsmn is mude for pubhcutron of reseurch




2,

The scope of resemch and self-evnluutxon should include an evaluutxon of
~ services outside the vacnuonal department | '

a. The ‘vocational department pumclpates in. und encourages mterdepart- ..

_ mental and .interagency research and evaluation studies.

b. The vocational depariment makes full use of its research fmdings as well |

as those of other departments and outsxde agencies, msututtons etc.

c. The vocational department research and self-evaluation concerns itself
with studies of agencies, employers, and other orgamzu 1ons provxdmg
services or contacts with clients served at the center.

d. The researchand self-evaluation concerns itself with studies of the goals,
problems and funchons of the vocahonal department.

" V. PERSONNEL

A, The ratio of staff to clients is within optimal limits.

1.

2,

Enough time is provided so that the needs of the client are met by those
serving him.

The range of duties of each staff person is uppropnote to his position and

~ trammg.

B. The truining, expetienee; and competency of vvedch 'std_ffjn'nenivber 1s consistent
with high acceptable standards in his specialty field. ' '

L

-Vocational rehabilitation counselors shall be graduates of approved programs
_in vocational counselin, Jr have equivalent training. They should be members

* of or be eligible for membership in the National Vocuhonul Guidance Associ-

ation (M.S. degree).

Stuff personnel with less preparahon for counsehng thun a Masters degree in
quidance counselmg, or the equlvulent they shall have their vocational

_counseling systematically und_ penodxcully supervised, both directly and in-
~directly, by stoff persons who meet th= qualifications above, and the super-

vision shall be in proportxon to the amount of professional preparation and

.. experience such staff personnel have. All vocuhonal counselors must have a

B.S. degree. |

lf standurdued psychologxcul tests are used in.vocational counselmg, coun-

selors shall use ‘these “tests in lzght of the technical recommendations for

o psychologxcal tests und dxugnosuc axdes of. the Amencan Psychologxcul As-

| a[socmuon.
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The professional supervision of vocational rehabilitation counselors in the
pe:formance of their counseiing duties shall be provided primarily by voca-
tional rehabilitation supervisory staff.

C. Employees are regularly evaluated with respect to their work and their compe-
tencies and incompetencies are revealed and communicated to them.

1.

Job requirements have be.en written for each position by the vocational serv-
ices department.

These requirements are adequate, appropriate, and objective.

There is evidence that the evaluating person has sufficient contact with

each employee to evaluate him wiih valid:ty.

A performance evaluation is made at least once each year by the person re-
sponsible for quality of staff performance.

The evaluation is reviewed by the supervisor of the evaluator before it is
communicated to the employee.

. The evaluation is written, and in such tarms as to reveal competencies and

incompetencies and the data or observations on which judgments are made
concerning these competencies incompetencies.

Constructive interviews are held with the employee conceming the evaluation
of his work.

Performence evaluations form the basis for promotion, reassignment, and re-
lease.

D. Provision is made for continving in-service training of the staff.

1.

Training programs are written, appropriate, and delivered by competent means.

. Appropriate professicnal books and literature are easily available to the staff.

There is provision made for release of staff to take training.

Qther up‘propriute in-service training-supportive provisions are made to en-
courage such training.

Travel money is made available for staff to attend their professional conven-

. tions.
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E. The personnel of the department participate in available training opportunities,
attend their professional conventions, read their professional journals and books,
arid belong to appropriate professional organizations.

1.

The staff is involved in the development of its own in-service training pro-
gram.

. There is evidence of staff participation in the program.

. Apﬁlopriﬁte joumals and books are read by the staff.

. Professionzl staff belong to appropriate professional organizations.

. There is evidence of participdtion of staff in local or other activities of their

~ professional arganizations and :=iated groups.

. Staff rgSources supplemented by consultants where staff competencies are de-
ficient.

1.

4.

Consultants of high competency are utilized in the work of the vocational
services depariment.

. Consultants are reqularly made available for staff training.

. Consultants are employed to teach or give demonstrations of methods and

techniques.

Consultants are used to help in program development and research.

V. RECORDS AND REPORTS

A. Vocational department records should provide information necessary to evaluate
the contribution of vocational services provided to the client.

1.

The records contain information which indicates the client’s assets, liabili-
ties, and capacities to profit from vocational services.

. The records state the goals of the vocational department for each client.

. The records provide information reflecting the services which the client re-

ceived.
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4. The records indicate the outcome of those services provided by the vocation-
al department.

S. The records contain follow-up information on the client.
6. The client records available from the units within the vocational depa-tment

are organized in such a manner as to offer a unified description of the client,
the process, goals, outcome, and follow-up.

B. Vocational department records and other center records should be available to

qualified personnel.
All center client records are available to the vocational department.
Vocationa] department client records are available to other center staff.

Vocational department reports are written in such a monner that they are un-
derstood by other center staff,

Records kept are consistent with the need for such records.

Appropriate requlations are in effect which restrict the records to authorized
personnel only.

Vocational services information is maintained in a section of the client’s
chart which is assigned for vocational department use.

The vocational records are maintained in such a manner as ic indi-.u*e the

services rendered, the date the service was provided, and the identity of the
person giving the service.

Reports of vocational services and outcomes are completed and availchle at

regular intervals to appropriate agencies, institutions, and professional per-
sons outside of the center.

V1. PHYSICAL FACILITIES

A. The building and equipment available to the vocational department are adequate
to permit efficient realization of goals.

1. Each staff person has an adequate office where he can see clients, as re-

e GO A T A e e

quired, free from distraction and interruption.
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2. The office and work spaces are clean, of reasonable dimensions, uncluttered,
and attractive.

3. Tools and equipment are adequate and in good condition.

4. Files and storage are adequate.

5. The fumiture is in good and functional condition. i
B. Library and other materials are available and easily accescible. |

1. The library materials are centralized, catalogued, and kept current.l

2. The library is quiet, well lighted, and free from distraction.

3. Technical materials are appropriate, complete, and properly safequarded.
C. Proper care and protection are provided for equipment and supplies.

1. Fireand loss hazards have been eliminated.

2. Restricted materials are secured against unauthorized persons. .




APPENDIX 1l

SERVICES, COMPONENTS, AND PERSONNEL

1. MEDICAL SERVICES

Components Personnel

Medical Evaluation } Physicians

Medical Treatment y

Physical Therapy Paysical Therapists
Occupational Therapy Vecupational Therapists
Nursing Care Registered Nurses
Prosthetic Fitting Prosthetists

2. PSYCHIATRIC, PSYCHOLOGICAL, end SOCIAL SERVICES

Componcnt; Persornel

-

Psychiotric Evaluation
Psychiatric Therapy }
Psychological Evaluation
Individual Psychological Therapy
Group Psychological Therapy
Personal Adjustment Counseling
Social-Evaluation }

Psychiatrists

Psychologists

Social Casework Social Workers

Social Groupwork

E

3. VOCATIONAL ond EDUCATIONAL SERVICES

Components Personnel

Vocationa! Evaluation Vocational Evaluators

Vocational Counseling }

Job Tryout } Vocational Rehabilitation Counselors
Formal Job Placement

Formal Vocational Training Vocational Instructors

Sheltered Workshop Workshop Forsmen

Elementary Education Acndcmié Teachers

Preschool Education }
Secondary Education
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4. SPEECH end HEARING SERVICES

Components

Speech Evaluation

- Speech Therapy /

Audiological Evaluation }
Audiological Therapy

Personnel

- Spesch Pathologists

Audiologists
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APPENDIX IV
CERTIFICATION OF SERVICE UNITS

American Board for Certification in Orthotics and Prosthetics
919 Eighteenth Street, N.W.
Washington, D.C. 20006

Americon Board on Counseling Services, Inc.
1605 New Hampshire Avenve, N.W.
~ Washingten, D.C. 20009

Professional Services Board
American Speech and Hearing Association
1001 Connecticut Avenuve, N.W.
Washington, D.C. 20006
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E © APPENDIX V

>'_: | MAJOR NATIONAL ORGANIZATIONS RELATED
p . TO REHABILITATION FACILITY PERSONNEL*

3 ‘ Academic Teacher:

National Education Association

| 1201 Sixteenth St., N.W.
Washington, D.C. 20006
" Medical Record l;iﬁbrotion:
g American Association of Medical Record Librarians
840 North Lake Shore Drive.

Chicago, lllinois 60611

Nuzse:
American Nurses’ Association
10 Columbus Circle
New York, New York 10019

o ¥ 7 > o
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Occupational Therapist:

:

; American Occupational Therapy Association
. i ' 250 West Fifty-seventh St.
| " New York, New York 10019

Physical Therapist:

t‘ | American Physical Therapy Association
1790 Broadway
New York, New York 10019

Physician: |

"American Medical Association

P - 535 N. Dearborn St.

‘ : 7 ] : Chicago, Ilinois 60610 -
] - . ' (Local Medical Society)

*This Hn represents those erganizations with p;lmury idontification to personnel listed in appen-
dix L. It is recognized thet there are other occupational groups represented in rehabilitation
focilities. B k | S

-99.




Psychol_oil_st:

American Psychological Association
1200 Seventeanth St., N.W.

) Washington, D.C. .20036.

. Social Work:

' Notional Association of Social Workers
g ' ‘ 95 “udisol\‘ AV.‘

B New York, New York 10016

E Speech Pdthololist:

Amiricon Spo’ocia and Hiraring As_sdciqtion

1007 Connecticut dive., N.W.
- Washington, D.C. 20006
' Vocational Rehabilitation Counselor:
‘ S | American Rehabilitation Counseling Association

1605 New Hompshire Ave., N.W.
Washington, D.C. 20009 E

SRa i fO. palloos e

National Rehabilitation Counseling Associntion |
1029 Yermont Ave., N.W.
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